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FOREWORD 


The training of health workers has always been of great concern to human societies. Since 
the age when primitive tribes used magic for questions of health, the “witch-doctor” 
candidates were carefully selected and “tutorials” were used for training in the relevant 
practices. The recognition of medicine as a profession, more than five thousand years ago, 
consolidated this situation. The initial establishment of a scientific basis for medicine did 
not change the essential integration of teaching and learning with professional practice, 
which, in turn, comprised the fundamental mechanism for production of knowledge. 


The institutionalization of the practice and teaching of the “healing arts”, initially as an 
extension of religion, led to the creation of “centers of knowledge” for the purpose of 
training. Atthe same time, the separation of the patient from his environment widened and 
the holistic concept of health gave way to the “absence of illness”. The university was the 
beneficiary of this trend. In ancient times, the School of Alexandria encouraged the 
segregation of teaching and research. This division was intensified in the Renaissance 
university (Padua, 17" century). But the cleavage appeared on an even greater scale in 
modern times. 


The development of science, the capacity for observation and the accumulation of 
knowledge, led to specialization and greatly expanded the capacity to solve problems 
through scientific intervention. The revolution in biology at the end of the 18" century and 
throughout the 19" century was a reaction, in the health sector, to the mechanistic paradigm 
of physics and the rationalist paradigm of philosophy. The concomitant Industrial 
Revolution, the doctrine of Market Economics, and the fundamental concepts of the 
utilitarian and liberal philosophies deepened the alienation of Man and his “reification”. 


The Flexner Report, dated 1910, adapted to these notions while, simultaneously, conser- 
ving the ethical basis of the liberal practice of Medicine. Its late adoption in Latin America 
was due to the delay in the development of the Region. The Report represented the 
glorification of science and technology. Financial globalization, the current liberal 
economy and the new technological revolution now complete this scenario of “reification” 
of health, of its focus (disease and technology) and of the effort for deconstruction of the 
social man. The health professions are not significantly different, in this aspect, from other 
professions that produce for the market. The production of health goods and services must 
be organized and managed within the framework of economic efficiency. 


Meanwhile, contra-hegemonic movements have always existed to change the status quo 
and the trends in the training of personnel and in health care. In the last three decades, 
movements or propositions, such as “Health for All” and its main strategy, “Primary 
Health Care” (PHC), and various attempts to change the training of health professionals 
have marked the sectoral debates. With respect to the education of health professionals, 
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the Teaching Services Articulation (TSA) proposition is worth noting. It provides 
processes for simultaneous changes and synergies in the organization and practice of 
health care, and in the curricula and pedagogical models for training, on the basis that the 
work conditions essentially define the educational models. 


“Uma Nova Iniciativana Educacao dos Profissionais de Sade: Uniaocoma Comunidade” 
(A New Initiative for the Education of Health Professionals: Union with the Community), 
known as the UNI Program, supported by the Kellogg Foundation, was built on the lessons 
learned from various initiatives for change developed in the 60s, 70s and 80s. It 
encompasses 23 projects in 11 Latin American Countries, reaching a population of 
approximately three million inhabitants. Implementation of the UNI projects began in 
1992. The UNI idedrio! posit a change in health care and in the corresponding training of 
professionals, for the (re)-humanization of health care, through a process based on a 
partnership among the university, health services and the community. 


This book relates the history, the theoretical basis, an analysis of the experience and the 
results of the Program until now. It provides an objective and comprehensive review of 
the lessons learned, despite the Initiative’s mere seven years in operation. 


The book is organized in two volumes. The first one contains the history of the Initiative, 
its fundamental concepts and strategic basis, the basis for evaluation, appraisals of the 
entire Program, and a summary of the current situation and options for the future. The 
second volume contains specific contributions from individual projects, related to the 
principal strategies of the Program and the concrete experience of working in partnerships. 


The entire work is much more than a compilation of experiences or products and results. 
It is also, and above all, a wide-ranging consideration of the basis of the Initiative, as 
submitted to the test of experience. Therefore, its significance transcends the limits of its 
authors and actors. It reaches out to all those who share the ideal of health oriented by 
humanistic principles and built as a social process for, with and by the populations. It is 
health care at the service of human beings. 


The next stages in the building of the UNI Program will take place in very complex and 
uncertain contexts, demanding new types of leadership and strategies. It will involve new 
social practices that, once again, value real political action, exercised by “societal entities 
oriented by values and collective projects”. In essence, it is the building of a sense of 


community and the “strengthening of democracy”, and, from that, or synchronously, the 
transformation of institutional structures and processes. 


tennessee 
I sé: 4 * 4995 » 
The word “idedrio”, currently used in Portuguese and Spanish 


. | does not seem to have an equivalent in 
English. It is applied in the sense of an internally consiste 


nt set of ideas oriented toward a common goal. 
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It is worthwhile noting that the UNI Program, operating in various countries that are 
experimenting with models for health reform guided by the single discourse of the 
hegemony of economics, has maintained its idedrio almost immune from the fads of the 
moment. 


The book provides substantive information about an “ongoing movement” and, 
simultaneously, invites the reader to reflect on the possibility, nature and strategies for the 
required changes in health care and the education of health professionals, and it appeals for 
action. It also represents an important step for the expansion of the UNI Program, to 
transcend the borders of its specific projects. It deserves more than just to be read! 


Brasilia, October 1999 


Carlyle Guerra de Macedo 

Ex-Director of PAHO and Ex-Regional Director 
of WHO for the Americas (1983-1995) 

Director Emeritus of PAHO 

Member of the National Council for Health 


Preface 9 


PREFACE 


Eight years after its initiation, what the UNI Program offers today is the result of a sum of 
courageous ventures on the part of the Kellogg Foundation, the people and institutions that 
contributed to the local projects, and the consultants and collaborators who, throughout this 
period, believed in the transforming potential of the UNI ideario. 


They were certainly daring moves when you consider what had been happening up until 
then in terms of education reform for health professionals. The origin of the Foundation’s 
initiative is related to problems that were identified at the end of the 80s. The paradigms 
employed in the education of health professionals were inadequate to face the contemporary 
challenges in the area of health services. There has been much talk, but little has been done 
in practice to modify this constraining reality. 


Over the eight years, the Foundation made successive financial contributions to the UNI 
Program, totaling approximately 54 million dollars. With this support, twenty-three UNI 
projects, ineleven Latin American Countries, were established to promote the development 
of innovative proposals. In addition to the initial donations, most of the projects received 
complementary resources, extending the Foundation’s support in order to consolidate the 
innovations and disseminate their results. Further, the Program resources served to 
maintain a broad range of support activities aimed at maximizing the chances of success 
and sustainability of each project and of the group of projects. 


The new challenge - which is the core of the “UNI idedrio” - consists of constructing viable 
models for the education of health professionals and for health systems, using partnerships 
between the university, local health services and the community as a base for the 
transformation processes. One of the boldest moves by the Foundation was to believe that 
this challenge could, in practice and in the vision of the participants and institutions, be 
distinguished from previous attempts where the basis was the establishment of bilateral 
relations between the university and health services (the TSA - Teaching Services 
Articulation model), between the university and the community (university outreach 
programs), or between the health services and the community (primary healthcare 


programs). 


At the time that the UNI Program was launched, the degree of theoretical-conceptual 
structuring of the UNI agenda was low. In part, this was because the Latin American reality 
at that time did not allow for a clear vision of where the projects could go or why because, 
even though there was an established direction, it was not possible to be completely clear 
on the objectives to be reached. But, the main reason for the loose structure was the 
intention of the Foundation to provide for a margin of creativity, letting each project have 
the degree of freedom necessary to construct its own “intervention model”. This belief in 
the strength of diversity is another daring move, which many financing and think-tank 


agencies resist assuming. 
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In order to facilitate the feasibility of a tripartite partnership, the Foundation introduced 
some innovations in the project negotiation phase. Tripartite committees, wherein each 
member has equal standing, are required at the various levels of the project — policy- 
making, technical-executive and operational levels. This, and the recognition that the 
university, the health services and the community are “stakeholders” in the project, have 
created an ambience that, whether forced or spontaneously, directed the project toward the 


desired partnership. 


Among the bold moves, the Foundation received, for the first time, proposals mandatorily 
signed by three or more institutions. In addition, even though the donation had been made 
to a university, a commitment letter was required clearly stating that the universities 
received the resources “on behalf” of all the stakeholders in the idea and that the decision- 
making process for the application of funds would involve all the partners. 


Clearly, one does not build partnerships or institutional transformation processes based 
only on formal agreements. This book is rich in examples and discussions of these aspects. 
The Foundation’s daring was in, for the first time, making the issues of partnership- 
building and shared decision-making processes central to the project. And, it did what was 
possible and permitted by requiring a commitment to make room for the partnership to be 
exercised, thereby guiding institutions and individuals to “re-educate themselves” for a 
new way of working. 


If the objective was to allow the UNI innovations to permeate whole institutions, creating 
the conditions necessary for transformation, then the decision to select the highest 
managers in the institutions to be privileged participants in the discussion of the proposals 
was correct. Rectors, directors of colleges or other academic entities, mayors and/or health 
offices took priority in the negotiations. The idea was to commit the institutions as a whole 
and to avoid repeating the error of many projects in previous decades, which were confined 
to one or another department of a university, or to one or another health center. 


The results obtained by the UNIs demonstrate that the strategy was correct. It allowed the 
innovative groups, which undertook the proposal and commenced putting it into practice, 
to have a permanent channel for dialogue with the decision-making centers, when they 
themselves were not at the center of power within the institution. In the most successful 
projects, it could be seen that the UNI was always a “guiding” project and did not emanate 
from just one department or group of instructors. 


Without a doubt, the greatest innovation in the manner of administering the UNI Program 
was the way in which “initiative” was conceptualized by the Foundation. In idfition to 
extending an invitation to apply to each and every one of the medical and nursing schools 
in Latin America, the Foundation did not restrict the program to the donations made to the 
23 projects. The Foundation went much further, always treating the projects as being part 


Preface 1] 


of a group and establishing itself as a partner with the intention of functioning as more than 
just a financing agency. 


At the beginning, the Foundation was the main “energizer” for the network of projects. It 
created the opportunities and conditions required to maintain a linkage among all of them 
over these eight years. It assisted the UNI projects to form linkages with other institutions 
around the world. It used its scholarship program to support better training for the 
personnel in the institutions associated with the UNIs. It supported the transfer of 
technology and knowledge to the projects through donations to leading American and 
European institutions and united a broad array of consultants to accompany the projects. 
The latter greatly enriched the capacity to offer the necessary help. The Foundation insisted 
that the projects develop their organizational capacity for planning, management and 
evaluation, offering the resources for this when necessary. In sum, the Foundation reserved 
a substantial portion of the resources to offer a support program that was crucial for the 
development of the projects. Without this support program, the results obtained would 
have been far more modest. 


Even bolder were those that “bought into” the challenge and won the space necessary in 
their institutions to move ahead, building the utopia. Reviewing the brief and rich history 
of the UNI, I would say that, had they appreciated the true dimension of the challenge, 
perhaps some of the groups would not have embarked on this adventure. I believe that, for 
some of the pioneers, the idea of the UNI was nothing more than “a redesigned TSA 
project”. 


Many different motives could have led the almost 150 groups to respond to the invitation 
of the Foundation. They may have ranged from a mere desire to have access to financial 
resources, so scarce in universities, and which confer a degree of prestige on the 
beneficiary, to a perception that the Foundation donation could help to push forward 
reforms that were already in gestation but were at the point of foundering. Probably, most 
saw a possibility of reforming “something” for the “better”, but did not have a very clear 
idea of what should be reformed, how to reform or the results that might be obtainable. 


In sum, the invitation went right to the heart of the anxieties of groups that were 
uncomfortable with the status quo for the education of health professionals and healthcare 
systems. History had shown that projects developed in an isolated and independent manner 
within their own spheres, without ambitious perspectives for projection outside of their 
own contexts. Given this, it is not unfair to say that, if the groups had taken into account 
the magnitude of the commitment that they really assumed - particularly the commitments 
inherent in the local partnership and in relation to the other members of the UNI family - 
perhaps some of the groups would not have ventured into the program. 
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What has come to pass in these eight years is much more than could have been imagined. 
ject took on their commitments 


Allof the groups that implemented the innovation in each pro -ommmtinn 
with dedication. Some were not able to garner sufficient force to convince their institutions 
and saw their innovations confined to small areas. However, the majority succeeded in 
efficiently and intelligently implementing the innovations, winning more and more allies 
among students, professors, professionals, community representatives, managers and 
politicians. Some groups so effectively implemented the innovations that they succeeded 
in guiding their institutions along the path of real transformation. They arrived at the 
project consolidation phase, not only with more relevant ways of working and more agile 
multi-institutional relations, but also with better trained and more effective institutions, 
and with participants and staff possessing a set of attitudes and values more suitable for the 
contemporary challenges inherent in the education of health professionals. 


Up to what point will the professionals who graduate from these schools and colleges 
actually adopt the innovative practices? Up to what point will they contribute to producing 
substantive modifications in the practices of the health systems? These are big questions 
that the UNIs are frequently facing. Well, these changes depend on many variables and, 
if it is true that the UNI actions will be sufficient to foster significant changes, these effects 
will be visible only many years from now. However, what the UNI has demonstrated up 
to now is that important changes have occurred in the way health professionals are 
educated and that partnerships improve not only the education but also the offer of services 
and the development of citizenship and a sense of community. 


The processes and the results obtained during this period are amply discussed and 
documented in these two volumes. If I had to explain what a UNI project is, I would 
probably be inclined to construct a “virtual UNI” made from pieces taken from various 
projects that demonstrate to what point reforms in the education of health professionals in 
Latin America have been able to advance. 


In the virtual UNI, the university learns to establish more horizontal and two-way 
relationships with health services and their community, thereby transforming itself into a 
“relevant university”. Health services are no longer simply used for as a stage for practical 
training, but become a partner that gives and receives. The exchange of knowledge passes 
from the discussion stage to become the practice of decision-making on health priorities, 
involving the actual citizens and their representatives. 


In the virtual UNI, the teaching methodology and educational planning are taken seriously 
and become an integral part of the agenda for schools and faculties. The steering committee 
meetings, where discussions on teaching methodologies and curricular design take place, 
acquire a new force within the institution rather than being mere bureaucratic instruments. 
Aneducational environmentis built, where dynamic methodologies predominate, involving 
students and professors in a motivating process for teaching and learning. The scenarios 
and opportunities for learning are diversified. . 
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In the virtual UNI, the health system relinquishes the role of attendant and adopts a holistic 
vision of health issues. Gradually, the health system realizes that it must operate in concert 
with other social sectors if it truly wants to influence the determinants in the health-illness 
process. Italso learns that good, primary-level managementis not sufficient. Itis necessary 
to form linkages between the various levels of complexity. 


In the virtual UNI, it is fundamental that dialogue between the services and the community 
stops being a vexatious aspect of the relations. The community exercises social control, but 
shows that its role is to work together to build, rather than simply to demand. The university 
sees the health service professionals as collaborators and as an extension of the arsenal of 
pedagogical tools. The university recognizes their needs and makes itself available to them 
for continuing education. 


In the virtual UNL the community is no longer seen through paternalistic and arrogant eyes 
by the university and the health services. The development of a sense of citizenship 1s 
respected and celebrated. The university opens itself to assist in the socio-economic 
development of the community, going much further than just health issues; involving itself 
in questions of housing, income generation strategies, community organization, etc. 
Finally, in the virtual UNI, the capacities of the institutions are intensely developed, they 
become more permeable and receptive to change and prepare themselves to assume 
leadership in the transformation processes, in their own context and in the wider context. 


Certainly, the UNI projects encountered and are still encountering many difficulties. These 
difficulties are sometimes inherent in the inadequacy and/or fragility of the agenda and 
conceptualization that each group establishes for itself, from institutional disputes to win 
space and power, lack of preparation on the part of institutions and inadequacy of policies 
to respond to the challenges of practical changes, to more commonplace problems of 
putting the projects into operation. Currently, the main difficulties and anxieties they are 
confronting relate to the search for sustainability and the institutionalization of innovations. 


“External perspectives”’- some of which are found in this publication - have helped the UNI 
to understand its inadequacies and fragilities. When Thomas A. Edison was asked how he 
felt after having spent a lot of time, effort and money performing about five thousand 
experiments until he managed to produce an electrical lightbulb that worked properly (the 
model we are still using today), he answered that he was satisfied because he had learned 
about five thousand ways of how not to make electrical lightbulbs. 


Without a doubt, the UNIs experienced the displeasure of trying to introduce innovations 
into institutions. They particularly learned about the power of some strategies, the force 
with which the old resists the new and, basically, one thousand “ways of how not to make 
lightbulbs”. Currently, the biggest challenge they are facing is with respect to sustainability 
and institutionalization. The two are intimately related to each other. The greater the degree 
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of institutionalization of innovations, the greater is the probability that the change will be 


sustainable, and vice-versa. 


Clearly, sustainability cannot be confused with simply obtaining more financial resources. 
The first impulse of the project managers is to think of sustainability as seeking an 
extension of the financial assistance for a few more years. Of course, an extraordinarily 
large bestowal would grant them the continuing exceptional power to “experiment” and 
to shape the structures. Although more money - even in more modest quantities - over more 
years is a positive factor for promoting the sustainability and institutionalization of the 
innovations, it is a long way from being a necessary and sufficient requirement. There are 
clear examples of UNI projects that have not been able to firmly implant themselves within 
their contexts even though they still possessed money from the donation. 


It would be more appropriate to talk about sustaining permeability, on the part of the 
institutions, individuals and communities, to the processes of change. Or, rather, the 
project - initially fueled by a generous donation - created an expectation and a hope in the 
people and institutions that things could be changed. As a result, a crack opened that 
permitted the old to be substituted by the new, without first ensuring that the old would 
relinquish its space, spontaneously and naturally. As a result of intelligent and strategic 
work, the groups that led the projects won increasing adhesion to the new ideas and 
practices. Due to the partial results that were being obtained, the minds and institutional 
practices became more vulnerable to changes in attitudes, values and behavior. Even so, 
this exceptional situation exists because there is an ongoing project, because one is actually 
trying to do something. The problem now is to demonstrate to the actors that the work is 
not yet finished and they need to remain open to innovation, and to a revision of attitudes 
and concepts. 


The projects that have already been able to institutionalize some of the innovations are in 
a better situation. These innovations might change structures, such as a reconfiguration of 
the roles of the curriculum committee, the establishment of local health councils, etc., or 
processes, such as a new orientation for the health programs or participatory strategic 
planning. All of the projects that remained active at the end of these eight years were able 
to institutionalize some important innovations. Perhaps, the most important of them is the 
practice of working in partnerships. 


Experience shows that the projects that most fully employed the use of partnerships and 
that gained the adherence of sectors of the community, are those that have won important 
political support. When there is a turnover of Managers - mayors, rectors, deans - the 
project participants have come to the aid of each other to win a commitment to the project 
idedrio on the part of the new managers. The results have been impressive. 


All jects he : 
: the projects have already experienced one, two, oreven more, changes of management 
and, even when the new manager does not come from within the roster of project players 
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or supporters, there has been cooperation and maintenance of the project principles. The 
“cases of conversion” are particularly illustrative and astonishing. These cases involved 
important institutional actors, who had previously disparaged the agenda, or had ignored 
it - in general, this occurred with university professors - and who became defenders and 
propagandists for the idedrio after closer contact with the work already accomplished. 
Although exceptional, these situations were incredibly influential in provoking a cascade 
of followers and supporters. 


As a result of the looming end of the donation period, the projects are actively seeking 
alternative sources of financing and, even moreso, to gain support, other than financial, to 
facilitate the continuation of the endeavour to consolidate and institutionalize the innovations. 
The importance of linkages between projects and alliances formed at the local level is 
becoming increasingly clear. The national networks of UNI projects - the most daring 
example of whichis the network of Brazilian projects - has the potential to ensure important 
support from within the universities and from the national ministries. The UNI experiment 
has not ended yet. The advances achieved until now represent an important step but the 
projects are a long way from being finished works. It is obvious that transformation 
processes, of the sort proposed by the UNI, are not completed in eight years. As important 
as the advances have been, it remains necessary to keep alight the will that motivated the 
groups until now. 


In this decade, in Latin America, the UNI Program has been the most significant event in 
terms of education for health professionals. Its contribution to the shaping of a new 
paradigm for healthcare and for community development, although not the only input, was 
highly meaningful. And, without a shade of doubt, the UNIs were leading edge in the 
search for a paradigm for the building of inter-institutional partnerships. These partnerships, 
examples of which are already found in the industrial sector, represent new ways of 
increasing the benefits from the work of social sector institutions. 


For Latin America, the UNIs were instrumental in recovering a sense of what is possible 
to modify in order to improve the education of health professionals. Also, more than being 
a strategy directed at a specific end, the building of partnerships between the university, 
health services and the community uncovered new avenues for the reconstruction of 
relationships between the university and its context - avenues that are already being tread 
by other university departments. Careers such as architecture, law and social services have 
embraced the UNI idedrio and are already participating in the projects or are creating their 
own spaces for action. And, thus, gradually, the university is making itself more relevant 
to, and more in tune with, its context. 


In the area of healthcare, in particular, the UNIs are convincing the managers of the 
importance of focusing on family health and of building - even if timidly, for now - an inter- 
sectoral approach to health issues, on the path to construction of “healthy cities”. 
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For the communities, the partnership created under the UNIs - although criticized because 
the relationships do not reach the point of an idealized equilibrium for all the partners (and 
would this be possible considering the level of development of democracy 1n our 
countries?) - aided in the acquisition of a voice and respectability. The partnership 
improved the capacity of community organizations and showed that it is possible to 
leverage resources from diverse origins in order to resolve chronic local problems. In the 
majority of the UNI projects, innovative mechanisms were developed for establishing a 
dialogue between universities, services and communities. It is likely very difficult to find, 
in the past, cases in which the community was directly involved in making decisions that 
affected the curriculum of medical schools, as is currently happening with the UNI. 


The curriculum and teaching strategies in various specialties related to healthcare were 
influenced in a positive manner. For example, students and professors of pharmacy, 
nutrition, laboratory techniques, dentistry, physical education and physiotherapy formed 
teams that worked within the communities. For many of the students in these specialties, 
this was the first opportunity to experience and understand the nature of their future 
profession, leaving the confinement of the classroom to fully comprehend the social 
significance of their work. 


However, the boldest advances were made in the medical and nursing professions where 
the adoption of innovative teaching methodologies was most conspicuous. The fact that, 
in addition to the profound changes that took place in at least three nursing courses, three 
medical schools associated with the UNIs have adopted a new, totally restructured 
curriculum, based on the problem-based learning (PBL) approach and that three more are 
on the way to adopting it represents an extraordinary evolution in teaching practices in 
Latin America. Moreover, the fact that a strong bond was preserved and strengthened with 
primary healthcare services and the community, confers an advantage on the Latin 
American PBL curricula over similar American and European curricula. 


Finally, the UNI Program aided in demonstrating to Latin Americans - and for interested 
parties from other parts of the world - that there exists strong leadership and innovative 
capacity “south of the equator’. Most certainly, in the 90s, in no other part of the world was 
there a movement for the education of health professionals with similar dimensions. 
significance and results as the UNI. The bold reforms being realized by the UNIs provoked 


interest every time that representatives from UNI projects participated in international 
meetings. 


More than impressing the first world, the movement leaders and all those who possess 
decision-making power for the education of health professionals, should, themselves, be 
impressed with the example that Latin America is offering. This could help to strengthen 
the self-esteem of Latin Americans, particularly in these times of globalization when we 
question ourselves about our role in this world of tenuous frontiers. 
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Trapped by the barriers that have kept us relatively isolated and ignored in the world, there 
is little will on the part of Latin- Americans to document what they do. We are aware of this, 
yet we censor because we do not have the habit of writing. It seems that even in the 
academic world oral transmission of knowledge is more highly valued. Academic 
production from Latin American universities is low and there is little, or almost no, demand 
on the part of universities for scientific production - or, at least, documentation - by their 
professors. The paranoia of “publish or perish” is a long way from affecting Latin 
American teachers. Therefore, it is inno way mystifying that scientific production related 
to the UNIs is still relatively very small. Apart from excellent theses and dissertations, little 
has been written about the UNIs. A majority of the articles are limited to conference 
proceedings. 


This book - the most recent courageous move by the UNI - intends, in part, to fill this lacuna. 
Much more than a “documentation” or a “recounting of experiences”, it is the result of a 
process of reflection and systematization that began at the end of 1997 with the 
“systematization seminars” and still continues today. 


Like the UNIs, this book is based on the vision, not necessarily concurring, of many 
individuals. The reader will not find a didactic and uniform text. He will find a diversity 
of experiences and interpretations. Like the UNI, the book is the product of the involvement 
of many, many people. Some who perhaps, not belonging to a university, could never have 
imagined seeing their name in print as a co-author of a book chapter. Behind each person 
who authored a chapter, there are many others who helped to build the projects and to 
systematize the lessons learned, and whose names do not appear in print in the book. We 
owe the legacy of this book to all those people, the laborers who are seeking a utopia. 


The organizers of this book were almost heroic in their endeavors. To administer 
approximately one hundred authors and co-authors, and a similarly huge number of 
contributions, is a task that few could accomplish with such excellence. This is even truer 
in an environment where the culture of systematizing experiences is so under-developed. 
Yet, their greatest achievement was, without a doubt, to have allowed the book to elucidate 
the great diversity and sense of collective construction that permeated the UNI Program 
since its origin in 1991. Instead of just letting the book be an easy sequence of “recounting 
experiences”, the organizers, intelligently, chose to structure the chapters in a way so that 
the experiences are introduced as responses to big questions relating to the establishment 
of the UNIs, almost like a dialogue with the reader. This made the work, per se onerous, 
like a promenade through the UNI experience. 


Sao Paulo, October 1999 


Francisco B. Tancredi 
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Origins, Concept and Development 


Mario Chaves! and Marcos Kisil? 


The UNI Program provided a special opportunity in the search for profound and permanent 
changes in the way that society thinks and acts with respect to the health sector. Over the 
years, the sector has progressively lost its capacity to attend to, in even minimally 
acceptable ways, the needs of a society in transformation. 


The formulation and implementation of the UNI Program was possible only because it was 
launched at an opportune moment in history. The proposal resulted from a process of 
synthesis of various ideas and blueprints that were formulated over the course of the 20" 
century, and for which the conditions, necessary for their elaboration and implementation, 
emerged only during this last decade. The Program’s main contribution was to facilitate 
the elaboration and implementation of a new model for thinking and acting in the health 
sector. The basis for its formulation is rooted in various, seemingly separate elements 
within the history of the sector. 


In 1991, the Kellogg Foundation, which has a tradition of supporting innovative proposals 
in the area of health, commemorated 50 years of operations in Latin America. The Board 
of Trustees availed itself of the occasion to demonstrate once more, the Foundation’s 
commitment to the Region by supporting a strategically valuable program. It became one 
of the largest investments of the philanthropic sector in a single program in Latin America. 


Conceptual Basis 


The design of the UNI Program was based on important concepts that have been 
progressively accumulated in Latin America. Its formulation was an effort to better 
understand and improve the organization of health services, the education of health 
professionals (particularly doctors) and the role of the sense of community in building 
democratic and self-sustainable societies. 


Thus, the first element is found in the understanding of health services. As we know, the 
scientific revolution at the end of the 19" century, mainly in the fields of physics, chemistry 
and biology, led to a serious questioning of the practice of medicine and the underlying 
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institutional apparatus. The requirement for the use of science-based knowledge resulted 
in the proposition that the practice of medicine be undertaken in a location where the 
technology that existed for diagnosis and treatment, at the time, was available. The 
hospital, as we know it today, emerged as the site for the hegemonic practice of health care. 


This would not be the only possible alternative. Criticism had already been leveled at the 
model by the beginning of the century. The best evidence of this was the 1917 manifesto 
of the English Worker’s Party, which dealt with how the newly-emerging health sector 
should be organized. Although the importance of the hospital for any health system was 
recognized in the report, known as the Dawson Report, it proposed that the services be 
ordered and organized by level of complexity, and that they should serve geographically- 
defined populations. These ideas, truly revolutionary for their time, became the basis for 
the Health System established in 1948 in England, after the Second World War. 


Inthe United States, at the same time and for similar reasons, the way in which doctors were 
trained came under intense questioning. It is worthwhile to note that no other profession 
was defined in such detail as was the medical profession. As a result of the work of a 
Commission, established by the Carnegie Foundation and presided over by Abraham 
Flexner, an important report was published under his name in 1910. Although often 
criticized, the conclusions and recommendations of the Flexner report were widely quoted 
and profoundly influenced the development of the health sector during the 20" century. 
(Flexner, 1910) 


Any observation about the report should take into account the time and context in which 
it was prepared - medical education in the United States at the end of the last century and 
the beginning of this century. In that era, there were numerous schools that were not linked 
to universities (“proprietary schools”) in which the teaching was considered to be of low 
quality and unsatisfactory. Based on the recommendations made in the Report, many of the 
schools were closed, and those that remained were required to make profound changes in 
their curricula and physical facilities, placing greater emphasis on teaching in laboratories 
and in-hospital practice. 


The schools created departments for basic sciences, installed or improved their research 
laboratories, strengthened their ties with certain hospitals that became teaching or 
university hospitals, and began to pay more attention to the training of the instructors and 
researchers within the medical teaching establishment. An emphasis on biological re- 
search and hospital practices, in parallel with scientific development in general, stimulated 
advances in the health sciences and technology that were almost unimaginable at the 
beginning of the century. The Report’s influence was so great on the organization of 


medical education that, even today, one can recognize its influences on the hegemonic 
teaching model, called the flexnerian model. 
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Equally important was the progressive consolidation of the Latin American Nations. No 
longer were they based on military leaderships or on personal fiefdoms, but on the 
democratic ideal, according to the principle of “one person, one vote”. Over the course of 
the 20" century, we witnessed the progressive strengthening of the idea of representative 
democracy. Although with innumerable problems, these ideas forged a sense of community 
and nationality in the region. 


Also in this century, the belief emerged that nation-states should organize on a global scale 
to better ensure the basic rights of citizens, and to bolster relations between nations in the 
interest of harmonious and pacific development. Consequently, the League of Nations was 
formed after the First World War, to be substituted, immediately after the Second World 
War, by the United Nations Organization (UN). Specific agencies for the development of 
defined sectors soon followed. The World Health Organization (WHO) was created in 
1948 to attend to health issues. In the same year, the UN approved the Universal 
Declaration of Human Rights that, to some extent, oriented the actions of different 
governments with respect to human rights. The Declaration progressively fulfilled an 
important role in the regulation of relations between States, and of governments with 
citizens. 


All these events occurred in the first half of the century and influenced the development 
of the health sector in the countries of the Northern Hemisphere during the period. The 
teaching models for health professionals that emanated from the period were known as 
flexnerian models. 


In Latin America, this influence left its mark at a later time - the second half of the century. 
During the first half of the century, the European model was dominant, particularly the 
French and German models. During the second half, the predominance of the flexnerian 
model became evident in the successive reforms of higher education in the area of health. 


At about the same time criteria were established for the creation of health services systems 
based on an integrated vision. In 1951, Chile created its national health system, followed 
by Cuba at the beginning of the 60s and, progressively, by other countries. The systems 
were based on the idea of Primary Health Care and of Local Health Systems, and were 
promoted by the Pan American Health Organization (PAHO), the regional branch of the 
WHO, in the 70s and 80s. 


Also during the second half of the century and after the period dominated by military 
regimes, the Latin American Countries rediscovered the path of democracy. They elected 
their governors and, at the same time, opened new avenues for greater participation by civil 
society in policy decisions. Societal institutions became progressively better organized in 
order to represent different societal needs and interests, as well as better prepared to 
exercise a fundamental role in the social, political and economic development of the 


region. 


22 Education of Health Professionals in Latin America 


With respect to the health sector, the apocalyptic predictions in the 50s of a demographic 
explosion did not occur. There was a more rapid demographic transition than had been 
anticipated. Technological sciences provided society with greater powers than anticipated 
for the fight against disease, extended life expectancy and changed the epidemiological 
picture. All these changes led to important modifications in the understanding of the role 


and practice of the health sector. 


The Kellogg Foundation and the Health Sector in Latin America 


The W.K. Kellogg Foundation, a philanthropic institution that has supported changes in 
the social area since its origin in 1930, has, in the second half of this century, clearly 
perceived the necessity to strategically use its limited resources. One of the strategic 
decisions was the appointment, in 1972, of a Latin American as the Regional Director of 
the Latin American and Caribbean Program. The belief was that someone born and 
residing in the region, attentive to the problems and required changes, could ensure that the 
Foundation’s work would make a significant contribution to the social development of the 
area, stimulating the generation of transforming alternatives. Traditionally, the Founda- 
tion has operated in three areas: health, education and rural development. 


With respect to the education of health professionals, it should be underscored that the 
assistance rendered by the Foundation to certain events and projects served as successive 
approximations to our main focus of interest, the UNI Program. 


In the post-war period of the 50s, when north-south relations intensified, the Foundation 
had the opportunity to support various bilateral health programs between the United States 
and the Latin American countries. These activities were initiatives of the countries 
themselves, of organizations in the region or part of PAHO programs. In addition to other 
programs, they resulted in the strengthening of the oldest schools for public health in the 
region, including those of Mexico City, Sao Paulo, Brazil, and Santiago, Chile, and the 
creation of new schools. 


This was an important element in the training of a generation of outstanding public health 
specialists who would later fulfill an important role in the creation and development of 
departments of preventive medicine, community and social health in medical, nursing and 
dental schools. The seminars on preventive medicine, organized by PAHO in Vifa del 
Mar, Chile (1956) and Tehuacan, Mexico ( 1957), had an important influence in fostering 
the development of preventive medicine in Latin America. (PAHO, 1957) 


The Foundation’s fellowship program also contributed to the changes by facilitating the 
participation of a large number of Latin Americans in post-graduate programs in medicine, 
dentistry, nursing and hospital administration, starting in 1950. They eventually occupied 
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positions of prominence and leadership in the health sector, whether in services or in the 
teaching infrastructure. 


In the 60s, although the use of the flexnerian model had expanded, a competing movement, 
still in its embryonic phase, was growing, fueled by initiatives in the areas of public health 
and preventive medicine. At the beginning of the decade, associations of faculties and 
medical schools were created in various countries. In 1962, the Pan American Federation 
of Associations of Medical Faculties and Schools (PAFAMS) was established. 


The development of dental education received support through the fellowship program 
already mentioned and was also assisted by PAHO, with the collaboration of the Kellogg 
Foundation. In this way, the first dental public health course was established in the School 
of Public Health at the University of Sao Paulo, in 1958. The first Latin American 
Department of Social Dentistry was created in the Dental School at the University of 
Antioquia, in Medellin, Colombia, and seminars on dental education were held in Bogota, 
Colombia (1962), Mexico City (1964), and Petropolis, Brazil (1966). The dental schools 
also received support to organize themselves into a Latin American Association of Dental 
Schools. At the same time, a new and innovative dental curriculum was established in 
Lima, Peru, in the Peruana Cayetano Heredia University. 


Near the end of the decade, in 1968, a significant movement arose in Paris and spread 
around the world, questioning the traditional university’s lack of commitments to society. 
This movement also resulted in the serious questioning, in Latin America, of the existing 
role of the university and decried the necessity to initiate a process of reform. 

The effects of this movement became clearer in the 70s. For professional health education, 
it was a period of development of educational technology. The works of Bloom (1964), 
Krathwol (1969), and Alvarez Manilla (1971) on educational objectives, and Mager 
(1962) on instructional objectives, and the creation of two Latin American Centers for 
Educational Technology in Health (Centros Latino-Americanos de Tecnologia Educacional 
em Satide - CLATES), one in Rio de Janeiro and the other in Mexico City, played an 
important role in the development of a new teaching methodology for health schools. The 
two Centers offered courses for Latin American professors in the area of health and 
developed teaching methodologies, including teaching by objectives and computer- 
assisted instruction, among others. The centers were situated in the Universidade Federal 
do Rio de Janeiro (UFRJ) and the Universidad Nacional Autonoma de México (UNAM), 
and were established in collaboration with PAHO. 


During this period, two events occurred that influenced the development of the health 
sector. In 1972, the Latin American Ministers of Health, in a meeting convened by PAHO, 
launched the basis for a program for the “expansion of health services coverage’, striving 
for universal access to basic health services. Six years later, in 1978, in Alma-Ata, in the 
former Soviet Union, now Kazakhistan, the WHO hosted a world conference of health 
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ministers on primary health care, which culminated with the elaboration of the Alma-Ata 


Declaration (Alma-Ata, 1978). This Declaration represented an important mark in the 
history of the development of health systems. It called attention to the necessity for inter- 
sectoral programs to achieve better levels of health and to the key role to be carried out by 


community health agents for primary health care. 


After Alma-Ata, the WHO launched a global program for the development of primary 
health care (PHC), formulating the ambitious motto “health for all in the year 2000”. The 
proposed strategy served as an ideal objective for the different governments, indicating a 
direction for the necessary reforms. Its impact was felt in the advances achieved in the 80s 
and 90s. More recently, the WHO decided to keep the motto, “health for all”, as the goal/ 
objective for all WHO member Countries. New goals were established, to be reached in 
the next 20 years, or in other words, by 2020 (WHO, 1998). 


Another important element during the 70s was the pioneer projects for the so-called 
Teaching Services Articulation (TSA), based on linkages between the faculties of 
medicine, dentistry, nursing and others, with health services. The TSA projects were 
supported, in turn, by projects for educational technology and health administration. These 
projects sought to develop viable models that linked the innumerable proposals for change 
in the health sector. As such, they became focal points for research and development for 
the sector. Various groups of projects, interacting in the form of networks, were supported 
by the Kellogg Foundation, whether directly, or in collaboration with PAHO or PAFAMS 
(Chaves, 1982). 


The following project networks gradually developed: 

. Maternal and child health (15 projects); 

. Innovations in dental education and services (12 projects); 

. Education and primary care in nursing (5 projects): 

. Educational technology in nursing (9 projects): 

. Integrated rural development and trans-sectoral efforts (3 projects): 

. Educational technology and development (12 projects); 

. Development of health administration education (6 projects); 

. Primary health care, regionalization of teaching and services, general and family 
medicine (17 projects); and 

9. Community medicine (7 projects). 
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This group of projects demonstrated the great leeway provided for creativity in the 
gestation of ideas that were fundamentally important for the future development of the 
sector. Countless theses, books and articles attest to how these projects and their ideas were 
Important for the sector. The projects have also provided Space for the fostering of 
academic and services leadership that fulfilled a fundamental role in the formulation of 
changes in health. 


Chapter 1 2 


Anintention already existed at that time to link all the projects within a common framework 
for change, linking the networks within a larger network. The mission of the networks 
would center on a common objective, aimed at improving health and the quality of life of 
predefined populations. Within this set of 86 projects, distributed among 9 networks or 
programs, which lasted until the end of the 80s, one could find the embryo of the UNI 
Proposal, as we will see below. 


Two initiatives assisted in the search for a way to implement the above-noted concept. The 
first of these was to deepen the understanding and the practical aspects of how to function 
in networks. It is important to remember that this type of inter-institutional relationship - 
linking groups and people with similar interests - was not well known and that the initiative 
pre-dated the technological explosion of the use of computers and the Internet. Thus, 
directors of successful projects met in a seminar, in Panama, in 1984, to expand the 
understanding of the theory of networks and their application in international projects. This 
represented a leading-edge contribution for understanding the potential of a tool that would 
come to have a fundamental importance for the success of the UNI Program. 

The second initiative was related to the World Summit on Medical Education that took 
place in Edinburgh, in 1988. At that time, PAFAMS was one of the regional entities that 
comprised the World Federation for Medical Education - WFME. As such, it had a role in 
the preparation of a document stating the position of the Americas on each one of the six 
Conference themes. With the support of the Kellogg Foundation, PAFAMS delegated this 
responsibility to the Brazilian Association for Medical Education (Associacao Brasileira 
de Educacao Médica - ABEM). 


The Association organized a “Task Force” to coordinate the preparation of national 
documents by its branches. These were synthesized into a single document, which was 
discussed in a Final Seminar. The project was called “Medical Education in the Americas” 
(Educacgao Médica nas Américas - EMA) and the produced document was initially 
submitted to PAFAMS at the World Summit on Medical Education organized by the 
WFME. The debates and conclusions taken were compiled in a publication entitled 
“Medical Education in the Americas: the challenge of the 90s”, available in Spanish, 
English and Portuguese. The text of the World Conference themes are included in the 
publication, followed by the consolidated responses of the American Countries, as well as 
the text of the Edinburgh Declaration (Education, 1990). 


In summary, we could say that the UNI Program is based ona broad and solid foundation 
of work, meetings and projects realized over the period from 1950 to 1990. One should 
mention that, in the 90s, there was aresurgence of interest in medical education, as testified 
to by events such as: the Second Edinburgh Conference (WHO, 1993), the International 
Meeting for Medical Education (PAHO, 1997), anew WHO program (WHO, 1991), and, 
in the case of Brazil, the creation of a National Inter-Institutional Commission for the 
Evaluation of Medical Education (Comissao Interinstitucional Nacional de Avaliagao do 
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Ensino Médico - CINAEM, 1997). A wide-reaching analysis of the international programs 
of the current decade can be found in a recently published book by Marcio Almeida 
(Almeida, 1999). 


Starting in the 50s, the flexnerian model came under criticism and attempts were made to 
introduce new phases into the teaching models for the health professions, emphasizing the 
preventive, psychosocial, community and environmental aspects. The various events, 
already mentioned, which took place in the period from 1950 to 1990, as well as many other 
events. created the conditions necessary for the resurgence of an integrative, holistic and 
humanizing movement for the education of health professionals and the health system. The 
UNI Program, seen from an international perspective, is one of the pioneering participants 
in the movement. 


Conceptualization 


The UNI Program originated in the advances achieved in recent decades by projects and 

programs supported by the Foundation. The Program was also directed at finding a modus 

operandi that would lead to the convergence of various movements already in course in 

Latin America, in an attempt to create a synergy of efforts. 

These movements were: 

¢ Teaching Services Articulation (TSA), in which the areas of education for the health 
professions in the universities are linked with the health services at its various levels; 

¢ “Health for all in the year 2000”, launched by the WHO after the Alma-Ata Meeting, 
in which the health services emphasize “primary health care’ (PHC) in a close 
relationship with the community; and 

¢ Community development, in which either the services or the universities undertake the 
leading role. 

These movements were bilateral, but taken together they could be visualized as a triangle, 

as schematically demonstrated in Fig. 1. 


The first movement (TSA) created a relationship between the university and the services, 
while the second brought together the services with the community (PHC), and the third 
involved a relationship between the university and the community, as part of the 
university's extension activities. Basically, it was a potential first step toward building 
cooperation in practice, by means of wide-reaching projects, in the work of three segments 
of society that maintained bilateral relationships between themselves. In fact, the 
relationships should be based on a more complex system, involving a fourth relational 
structure in the form of a common innovative project. 
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Figure 1. UNI project components (Source: Chaves and Kisil, 1994) 


The UNI proposal was only a construct at this time. In order to serve as a guide for 
institutions interested in formulating projects that would be part of a new program, a 
conceptualization to explain the theoretical basis was necessary. This basis was given the 
name “idedrio’”> . It was considered as an internally coherent set of ideas on the articulated 
and synchronous development of education for the health professions and health services, 
and the related communities. 


The idedrio should be inspiring and should facilitate the articulated work of the parties 
involved, in the form of tripartite projects that would benefit the three participants. It was 
hoped that, in this way, there would be a synergy in the results obtained, greater than 1f each 
party had worked in isolation. As one can see, it was an ambitious objective based on the 
principle that the whole is greater than the sum of its parts. 


A team of consultants, together with members of the staff of the Kellogg Foundation, met 
in December 1990 in Atibaia, S40 Paulo, where they established an initial consensus on 
the UNI Program and its component projects. Based on that consensus, various working 
documents were prepared, containing the information that was deemed essential for the 
elaboration of the projects. These documents, later compiled into a book (Programa, 1994) 
were very useful for the groups that had the task of formulating the projects, even though 


' The word “idedrio’”’, currently used in Portuguese and Spanish, does not seem to have an equivalent in 
English. It is applied in the sense of an internally consistent set of ideas oriented toward a common goal. 
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the ideals were only implicit in the text of the documents. A condensed version of the 
idedrio was prepared, in order to facilitate its dissemination, only after the UNI Program 
was fully operational (Chaves, 1996). This version included a list of 18 items, which were 


grouped in the following manner: 


With respect to the basic premise and objectives: | | | 

¢ A linkage (partnership) is necessary among three components - university, services and 
community - so that the education of health professionals can be more relevant to the 
needs of the community. 

¢ In order to be enduring, the partnership among the three components of the UNI 
Projects must involve a mutual understanding and respect in the human and institutional 
relations between all of the participants. Reciprocity and equanimity must exist, as In 
a game in which all win. Training and updating opportunities for the health service 
professionals, and short courses on health for primary school teachers and community 
leaders are examples of the way in which the university and its partners could make 
important contributions. 

° The UNI projects have two main types of objectives. The first is the development of 
teaching-learning models, provision of health services for individuals, environmental 
improvement, and self-care practices on a personal, family or community level. 

¢ The second type of objective is the development of leaders, both for the management 
of the tripartite projects and for the implementation of the innumerable modifications, 
adjustments and innovations that will gradually be effected in the components of each 
project. 


With respect to the University: 

¢ Education in the health professions must be relevant, or rather, it must be oriented to 
the health concerns of the community in which it is situated, with a special emphasis 
on family health. 

¢ The curriculum should emphasize the development of reasoning and the capacity to 
continue learning, as well as the acquisition, demonstrated through performance 
evaluations, of skills necessary to exercise the professional practice. 

¢ Interdisciplinary teaching can and should be encouraged through different mechanisms 
for the integration of the knowledge progressively acquired by the students over the 
course of their professional education. 

* The process for learning the various skills necessary for professional practice should 
combine experiences within the classroom/laboratory with real life experiences, both 
in health services and community environments. In order to facilitate a gradual 
introduction of changes in the teaching-learning process, consensus must be built at 
both the instructor and student levels. It must involve the training of instructors for the 
introduction of new teaching methodologies or the adaptation of current methodologies 
to real-life, teaching-learning scenarios. Problem-based teaching, self-directed studies, 
and tutorial and small group teaching are among these methodologies. 
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¢ Inthe area of scientific investigation, important for projects that involve the university, 
the applied nature of the projects for the health services and, whenever possible, the 
participatory nature of the projects for the communities must be clear. Research results 
should be shared and should transmute into real gains in the improved delivery of 
services and an improvement in the health of the community. 


With respect to health services and/or the local health system: 

° The services should encompass attention to the individual and to the environment, both 
physical and social. 

* Healthcare should be of a preventive and curative nature, with continuity over the entire 
life cycle. 

¢ Primary health care should form a continuum with the other levels of complexity in the 
system (secondary and tertiary) via effective mechanisms for referral and counter- 
referral. 

¢ A focus on the family, and services based on geographic areas or on lists of patients 
under the responsibility of general practitioners are very important. 

¢ Multiprofessional teamwork should be developed both in primary health care and at 
other levels in the system, and should serve as a model for the students’ practical work. 


With respect to the community: 

© The definition of community, in terms of the area-population to be covered by the 
project, should be clear. 

¢ Community organization, leading to self-management and the empowerment of the 
community, is a necessary condition for the effective participation of the community 
in the projects. It should be encouraged and supported. 

* The concept of self-responsibility, resulting from the preceding item, leads to self-care 
for health, which is basic for the success of the projects. Self-care should be understood 
as involving the individual, family and community, as is relevant to the activity. 


Still within the conceptualization phase, an acronym was sought for the Program and for 

the component projects. Preference was given to “UNI”, taken from the initial part of the 

title of the Program in Portuguese: Uma Nova Iniciativa na educacdo dos profissionais de 

satide (A New Initiative for the education of health professionals). The choice was 

fortunate because it also provided for four additional explanations, consistent with the 

philosophy of the projects: 

¢ UNlversity as catalyzer for the tripartite proposals and entry point for the resources 
provided by the donating Foundation. 

* UNlIfication of preexisting bilateral movements, creating a new gestalt. 

* UNlIon with the community as an important part of an operational philosophy. 

¢ UNIty in management and objectives, despite the diversity of individual actors and 
partners involved in the projects. 

More than an acronym, the above explanations summarize important aspects of the UNI 


Program and projects. 
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Development of the UNI Program 


The implementation phase began with a search for institutions interested in participating 
in the Program. The announcement of the Program, at a meeting of PAFAMS in 1991, in 
San José, Costa Rica was followed by a letter of invitation that was sent to around 800 
universities in Latin America. The letters synthesized the central ideas of the UNI Program 
and invited the interested institutions to submit pre-proposals to the Foundation. 


In this initial document, the need for the institutions to adhere to the general principles of 
the Program, the need for their commitment to allocate a team to participate in the initial 
activities for the formulation of a final proposal, and the need for them to make a 
commitment for institutional change to guarantee an effective partnership among the 
services, university and community, should have been clearly defined. The expectation 
was that the approved projects would have a duration of three years and that they would 
be multiprofessional, including, as a minimum, schools of medicine and nursing. They 
would also encourage the participation of other schools in the area of health. The roles of 
the other two components of the project - services and the community - should have been 
thoroughly explained. 


Almost 150 pre-proposals were received and analyzed by a panel of specialists, invited 
specifically for this activity. In accordance with the established cirteria. this panel selected 
15 pre-proposals from the requests received. These cases were then invited to take part in 
the second phase of the Program, called the Development of Models and Proposals Phase. 
In this second invitation, a proposal was made that each selected case establish a task group 
to prepare the definitive proposal. The task group was to be composed of representatives 
from the university, health services and the community where the project would be 
implemented. The tasks of the Development Phase were carried out during three work- 
shops, which were held in August, October and December 199] , In Nova Friburgo, Brazil: 
Puebla, Mexico; and Vifia del Mar, Chile. respectively. 


An exhaustive review of the basic elements of the Program and its different components 
was undertaken in the first workshop. The review identified the upcoming challenges, and 
the possible strategies and methods that could be introduced by the projects participating 
in the Program. Also in this workshop, different exercises were carried out for situational 
analysis and the identification of Opportunities in each case, galvanizing each task group 
to organize itself as a work team. Special attention was given to the role that these teams 
would play in performing the necessary tasks within their organizations for preparation of 
the proposals, and to ensure at least the minimum conditions necessary for the proposal’s 
successful implementation. Through the use of a model called “Logical Framework”. 
discussions were held on the essential elements to be contained in the proposals to be 
presented at the end of this phase. 
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The objective of the next two workshops was an evaluation of the development of the 
proposals under preparation, the provision of bibliographic material for the teams and the 
organization of presentations by specialists on themes fundamental to the UNI Program. 
These themes included management themes (negotiation, conflict resolution, organizational 
analysis, strategic management and project management) and technical themes relevant to 
each project (multi-professional education, problem-based education, educational 
evaluation, local health systems and community participation). 


Allof these activities demanded a special preparation of the group of consultants who came 
from different disciplines. This developmental process represented a basic strategic 
element for the Program because it involved a debate on the contents of the proposals, in 
an effort to improve them, and it introduced managerial aspects to assist in guaranteeing 
the success of the implementation. It also created the conditions necessary for the 
participant team to develop its own agenda of activities for the period between the 
workshops. These activities included work with a large number of people from the 
university, health services and the community, including the public authorities and civil 
society leaders. 


The final versions of the project proposals were sent to the Kellogg Foundation within the 
first few months of 1992 and were approved in July of the same year. The official funding 
announcement for the first group of UNI projects was made at the PAHO offices, in 
Washington D.C., as part of the celebration of the Foundation’s 50 YEARS of operation 
in the Latin American and Caribbean region. The 15 approved projects commenced 
implementation in October 1992. 


After the first group was in full gear, preparations for the selection of a second group of 
eight projects began. Operations for the second group commenced in 1994. They joined 
the first group thus making up a total of 23 projects. 

The projects are geographically distributed over 11 countries, crossing Latin America 
from north to south, from Monterrey, in Mexico, to Temuco, in Chile, and from east to 
west, from Natal, in Brazil, to Colima, in Mexico, as can be seen in Fig. 2. They formed 
an important critical mass for the development of health systems in Latin America, within 
the scope of the university, community and health services. 

The UNI Program encompasses 15 different health specialties or areas of operation in the 
health professions, or related areas, and the projects embrace a total of 103 university 
undergraduate courses, as can be seen in Table I. 
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Figure 2. UNI Projects: Geographic distribution 


As part of the Program, in addition to financial support for the 23 specific projects, a set 
of activities was established that were considered to be strategic for the success of the 
initiative. These activities involved consulting and training services, and periodic seminars. 
Special emphasis was placed on systems for evaluation. information, communication and 


interchange among projects. 


Although only seven years have passed since the actual commencement of the projects, the 
advances obtained until now are promising, as the reader will be able to glean from the 
other chapters in this volume and in the texts written by participants in the UNI Projects, 
in volume 2. The UNI Program aspirations are ambitious, aimed at profound transformations 


to be achieved in the medium and long-term. 
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As acollective work at the end of this century, we believe that the UNI Program and the 
projects that participated in it, will provide effective contributions for the shaping of anew 
paradigm that will influence the education of health professionals in the 21* century, in the 
same way as the flexnerian paradigm did at the end of the 20" century. 


Table I. Health careers participating in the UNI projects 
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Organizational Change and Social Transformation 


Bernardo Blejmar' and Marcio Almeida’ 


At the end of the 20" century, besides the private sector, governmental and non- 
governmental organizations are performing an increasingly important role in structuring 
society. 


In the analysis of social change, the prime focus of political science is class movements and 
social struggle. The administrative sciences perform an important role in the analysis of 
organizational change, applying theoretical tools unique to their specialty. 


Analysis of the theory, and particularly the practices, developed within the scope of the 
UNI initiative, provided an opportunity to establish relationships between these two fields 
- the organizational and the social - for which a dichotomous focus was not possible. 


The three components of the UNI projects - universities, health services and community 
entities - are composed of governmental and non-governmental organizations that are 
active within society. They have an influence on social change and are, in turn, influenced 
by what occurs in the broader context. 


Men and women interact with each other, with nature and with organizations through their 
work. This constitutes the prime element for actions and, consequently, for change 
processes. Work contributes to the transformation of the human being into a social actor. 
L’ abatte (1994) framed the term “actor” as “a person in search of autonomy, willing to run 
risks, open to the new (...) in the pursuit to become someone capable of understanding his 
personal/professional/societal role in facing the challenges constantly placed in front of 
him, and capable of assuming his role as a being, engaged and responsible for what occurs 
around him”. 


The incorporation of a logic based on “subjects” has concrete repercussions on the 
formulation, identification and analysis of movements for change, in that different subjects 
or social actors compete, with or without rules, for the predominance of their own interests. 
According to Matus (1993), “social actors are the only collective producers of social events 
and, consequently, are the subjects of situational change. These actors may follow a 
process of direct effect, using the power that they inherently have as institutions, or a 
process of indirect effect through institutions that they control”. 


SN 
| Graduate in Science of Education. Professor of Post-Graduate Studies, University of Buenos Aires. 
Consultant in Organizational Behavior and Development, Buenos Aires, Argentina. 

2 Doctor in Medicine. Professor, Londrina State University, Brazil. 
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ories are always present and 


According to this logic of social actors, four analytical categ | 
power and cooperation. 


linked together in change processes - participation, conflict, 


These are the relevant elements for the intervention of social actors in the development of 
human resources in health, one of the central objectives of the UNI initiative. Or, rather, 
this is, according to Testa (1992), a characteristic not only of the health field, but also of 
the entire society, as it is not possible to define a boundary that separates society from what 


is outside of society. 


Social subjects design their actions, face conflicts, negotiate and dispute power in the 
social structures. These structures are articulated entities composed of sets of relationships, 
internal and external, that determine the functions that their various constituent elements 


will fulfil. 


Guided by these concepts, we seek to analyze the conceptual basis and practice of the UNI 
within the scope of processes for organizational change. 


The original design of the UNI initiative 
The design of the UNI proposal contemplated two essential elements - local projects and 


a support program for the projects. 


The projects go further than the sum of their three components (university, health services 
and community) and the strategies established for their bilateral relations (teaching 
services articulation, university extension and primary health care), than might be 
understood at first look. They transcend the sum, resulting in the development of 
simultaneous movements of continuity with, and rupture from, the characteristics of pre- 
existing strategies. 


According to Chaves and Kisil (1994), “The UNI is not merely a continuation of prior 
experiences. (...) it is much more than this. It possesses new dimensions. The UNI 
represents anew gestalt, adding specific elements to the sum of previous experiences, such 
as the multi-professional team, an emphasis on the pedagogical dimension, a focus on the 


family, closer relations with the community and a synchronous development of the leaders 
who will function within the three components”. 


At least three types of teams could act in the management of a UNI project: 

a) inter-institutional team - comprised by representatives of the three components, and 
responsible for the political-institutional decisions of the project: 

b) intra-institutional team - the creation of active groups, within each participating 
institution, that would direct the changes on the institutional level, in a synchronous 
manner for all the sectors of the institution, would be fundamental: and 

c) executive team - should coordinate project implementation and development, across its 


ee | ee ee eee eee 
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different academic activities, the provision of services and the active participation of 
the community throughout the entire process. 


Fig.1 graphically represents the main subjects involved in a UNI project, according to the 
original proposal, the functions they perform and the interaction between them. 
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Figure 1. Conceptualization of a UNI project: Social actors, functional areas and their 
relationships (Source: Chaves & Kisil, 1994) 


In addition to the university and community components, which act on a more immediate 
level and which concretely define the areas of operation and interrelationships among the 
subjects involved in the projects, there exists a third element that acts on a more mediate 
level. This third element, “(...) which in systemic vernacular could be called a ‘supra- 
system’ and, in management vernacular, could be called an ‘external context’ (...), which 
includes all the institutional aspects that predefine the limits of flexibility permitted for the 
UNI projects in their quest for change. The third element, therefore, imposes the limits on 
self-management for the local project and all its components (...) But, although one must 
live with all the limitations imposed by the external context, the project will have, as part 
of its medium and long-term action plan, the possibility to influence policies, norms and 
regulations, to the extent that the project’s success can be clearly demonstrated” (Chaves 


and Kisil, 1994). 
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In addition to the local projects, another essential element in the design of the UNI 
Proposal, as noted above, is the project support program. One of the features of the proposal 
‘s that it is not limited to the donation of funds for the implementation of projects. It also 
offers an extensive support program to facilitate capacity-building for the people and 
institutions involved, to heighten the potential for the projects’ success and to systematize 
the acquired experiences for the dissemination of new alternatives for the education of 


health professionals. 


The support program, managed directly by the UNI Program Coordination, is based on 

four premises that guide the functioning of the support program and the projects: 

1. Active protagonism by the groups leading the projects, as a recognition that the team 
and all the other participants are subjects of the processes. Active protagonism is the 
main tool for achieving a self-managed organization. It should include: 

a) Capacity-building - understood as individual and group development of capacities 
and skills; and 

b) Broadening the area of power - understood as the actual widening of the sphere of 
influence of the decisions and interventions. 

2. Gradualism in the implementation of problem-solving processes for the needs of the 
projects. This requires a progressive approach to problems of increasing complexity, 
always in accordance with the abilities of the actors and in a way that never exceeds the 
group’s capacity to advance in the process. 

3. Activities for diagnosing, programming, implementing and evaluating should be 
parallel and simultaneous. Depending on the stage in the life of a given project, one of 
them will predominate. 

4. Interdisciplinary technical support to resolve the problems encountered as the projects 
progress. This involves taking into account all facets of the problem, their implications 
and repercussions at all levels and in all spheres. 


The diagram shown in Fig. 2 attempts to schematically describe a level of collaboration 
among the elements contained in the UNI idedrio, to represent hypotheses on how to 
produce the desired changes that form the basis for the UNI projects. 


The theoretical concept of change in the UNI projects 

The theory of change, which forms the basis for the proposal, is founded on the interaction 
between the theoretical-practical dimensions, concepts or fields for development of the 
projects (already explained), and the premises for the support program mentioned above. 
Or rather, the assumption is that the changes in the universities will be realized through a 
series of innovations in the curricular content, teaching-learning methodologies, etc. 
Changes in the health services would be accomplished through other innovations, such as 
epidemiological orientation, inter-sectoral action. participation by society in management 
processes, etc. Changes in the communities would occur through capacity and skills 
strengthening for the people and organizations, etc. ; 
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Figure 2. Diagram of the theoretical-methodological concept of the UNI proposal (Source: 
Foundation, 1995) 


The partnerships among people and organizations from the university, health services and 
the community would facilitate interactions that would, in turn, induce and favor changes 
in each component and in the group as a whole. The management processes (planning, 
execution and evaluation) for the projects, institutions and societal organizations involved, 
comprise the fundamental pillars that support the advances in the proposed gradual 
changes. Capacity-building for the leaders, working in networks, communication and 
institutionalization also play important roles. All the dimensions would be relevant 
because, what seems to be instrumental now could, at any moment, become strategic and 
could unleash far-reaching changes for the entirety. 


The theoretical concept of change incorporated in the UNI idedrio considers that the 
dissemination of the lessons learned in the evolution of the projects could promote social 
or systemic changes. On the right-hand side of Fig. 3, the principal direction of flow that 
the projects, on a local level, take during their lifecycle and, on the left-hand side, the 
central elements for a process of systemic change may be noted. 


Education of Health Professionals in Latin America 


40 
Informing Policy _ Pr oblems _ 
a Formulators ————— 
| Feasibility « $< ie Idea _| 
| Study Zz 
Study of = . 
the System <= - Implementation 
= = ° ca : ; = 
= [ Systemi¢ = Dissemination : / 
Level ba ey 
System f 
Design 
is = . rd 
| System “a  ———_ ae. 
| omen | Environment | Evaluation 
_Conducive to Change | L_—_ ~ 
= B a 


Figure 3. Connection between the processes for change on a local level and a systemic level 
(Source: Foundation (1997a)) 


Note the dissemination, in the center of the diagram, linking the circles that represent the 
two levels. Based on the assumption that the lessons learned during the lifecycle of a local 
project could be useful not only for the project subjects, but also for other societal subjects 
that face similar problems, the dissemination of these lessons could provoke change 
processes on a societal level. For this to occur, strategically planned interventions would 
be necessary, including consideration of the influence over policy formulators, feasibility 
studies, the analysis, design and development of new systems (for example, medical 
education ina given country) and the implementation of activities. A system for continuing 
evaluation would identify new demands and would lead to new cycles of change. 


The continuous implementation of the changes achieved by the projects, on the local level. 
is believed to depend on the success of the endeavors and the approval of new public 
policies. In other words, the success of the projects depends on their capacity to set in 
motion systemic-structural changes (Foundation, 1997a). 


The Strategies for Change 
Planned change and gradualism 


The UNI Program can be defined, from an all-inclusive perspective, as a powerful strategy 


for change that emerged from an analysis of the Latin American reality and the existing 
approach to health. 
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The concept (UNI as a strategy for change) is present in the course of some projects, as well 
as in the initial formulation of the initiative, however, a definition of the steps to be taken 
for a planned change is not so clear for some projects, including those at an advanced stage 
of development 


In order to change models, practices, and activities, and to mobilize power-holders the 
plans must take into consideration the cultural and political realities existing at the time of 
the technical changes. The plans must contemplate the various stages of the process, 
including identification of the principal actors and their approach, a definition and 
understanding of the existing cultural norms, and the operative approach. 


The preparation of a conceptual and instrumental study on the theme would be possible 
even though, for each project, the evolution of the change processes had their own 
peculiarities and specifics. Consequently, the methodology for how to approach the actors, 
one of the first activities in the development of the projects, and capacity-building in social 
management should have been the priority for the support program in the initial stages. 


The definition of gradualism in implementation is perfectly adapted to this postulate, as it 
emphasizes the need for a methodology for the management of change. This methodology 
provided the foundation for changes in the education of health professionals, and the 
quality and coverage of health services. It also facilitated the political and organizational 
strengthening of the community, and changes in the interactions between these components. 


A systematic approach in responding to questions could facilitate the elaboration of this 

methodology. The responses could serve as a “script” to assist in organizing a consideration 

of the significance of each stage and the timeliness of the interventions. These questions 

include: 

* What are the effects of a UNI project on positions of power? 

* How can the management teams be prepared in order to deal with the difficulties 
inherent in a change process? 

* How can actors be identified who might facilitate, hinder or obstruct the process? 

© When and how should negotiation be employed? 

* What are the foreseeable steps in the change process? 

* At what points should the evolution of these steps accelerate or decelerate? 

The ability to create new alliances with and within the community emanates from the realm 

of culture. The sub-dimension of structure and processes focuses the how of making it an 

organizational reality and, through it, the required process and structures, necessary for an 

effective management, can be delimited. 


The idea of an organization that learns from its own successes and failures is included 
within the concept of a construct, as provided for in the UNI idedrio . This ensures that the 
structures and processes would not be fixed entities but, rather, flexible to change. The 
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implementation of a UNI project, in of itself, results in changes within the partner 
organizations, particularly due to the formation of the partnership. The feature of 
recursividade in the construction of the partnership should be emphasized. The partnership 
is nota simple sum of efforts. It required a genuine internal transformation. And, this same 
partnership, in turn, impacted on each organization, provoking changes in their processes 
and cultures. Fig. 4 shows the process for mutual adaptation among change, organizations 


and the building of partnerships. 
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Figure 4. Graphic representation of the change process, the organizations and the building 
of partnerships 


Thus, each organization had to take a first step to structure itself in order to collaborate 
within a partnership. These changes can be observed in the organization’s internal 
structure of positions and functions; in its culture, through a review of established values 
and paradigms; in its policy concept of the accumulation, exercise and distribution of 
power; and in the attitudes and competencies of its actors with respect to the new model 
for shared management. And, reciprocally, formation of the partnership resulted in a 
second movement for transformation within the organizations. 


The fact that the organizations took a proactive stance in the face of the changes, by 
designing anticipatory strategies, constituted a qualitative leap that differentiated them 
from the reactive behavior of mere accommodation to the received stimuli. 


The support program could have actively contributed to this capacity to act anticipatorily 

in the projects, by: 

a) working with the idea that organizations are systems in continuous motion but with a 
tendency to preserve stability and to avoid change; 


b) recognizing the need to conceive of a modality for change that allows the agents, 
organizations and the community to recover from the impact of change. This “conscience” 
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is built on conversations, which are part of the task of the team that prepares the 
organization to understand potential resistance or obstacles, and is indicative of the 
capacity for negotiation and the search for other similar experiences; and 

c) developing a design for a strategic and flexible intervention plan that mobilizes the 
existing resources, and that takes into consideration the nature of the actors, the early 
detection of obstacles, the lines of communication and the distribution of responsibilities 
(empowerment). 


Strategies adopted 

The strategies developed by the UNI initiative can be identified through an analysis of the 

proposals contained in the initial documents, the processes that evolved and the results that 

were obtained, as follows: 

a) a partnership among the university, health services and the community; 

b) communication and work within a network; 

c) a pro-active approach by the Kellogg Foundation and the groups that formulated and 
executed the projects; 

d) a continuous support program for the change initiatives; 

e) a progressive move toward the projects’ self-sustainability and institutionalization of 
the processes; and 

f) a multi-professional approach. 


The strategies set out above can be understood as the main themes, comprised by various 
strategic movements (Foundation, 1997c). They were directed at influencing the correlation 
of existing forces within the context of the unfolding proposal activities. Their objective 
was to create favorable conditions for the implementation of changes in the processes, 
relationships and contents of the education of health professionals. 


The social subjects and institutional actors that participated, and continue to participate, 
in the proposal, and which are vital for the strategy formulation and execution, comprise 
a highly diversified set of people and organizations. Mainly linked to the public sector and 
to reformist proposals for the health sector in their countries, these subjects and actors 
emerged or gained more power primarily during the processes for elaboration, 
implementation and development of the UNI projects. The power resources accumulated 
by these actors have been sufficient to produce de facto institutional change as well as the 
processes for institutional change. 


New academic models 

The processes developed and the results obtained so far, within the context of the UNI 
proposal, allow for the identification of the features of new academic models under 
construction. These models relate not only to medical education, but also to the general 
training of health professionals. Fig. 5 attempts to graphically show this model. 
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The circles represent the spaces in which the processes and results occur, which are 
identified and analyzed in the following chapter. The areas of confluence of the circles 
represent the spaces for the realization of the processes and results, which are produced 
through the partnership activities of the subjects of two or three of the proposal components. 
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Figure 5. Graphic representation of the academic model under construction by the UNI 
proposal 


Thus the formation of the new academic models is based on realities that are being shaped 
within space 1 (academia + services + community), plus those contained in space 2 
(academia + services), plus those that form space 3 (academia + community). The 
remaining space in the “university circle” corresponds to the specific work of the 
university. Hegemonic practices and other practices coexist in that area. The movements 
toward approximation between the circles delimit the areas of intersection and, therefore, 
of greater or lesser advances in the construction of the new models. 


The same graphic representation could be used to analyze the shaping of the new models 
for health care services, an integral part of the new academic models (spaces | and 2). 
However, the service models would also embrace dimensions that are not related to the 
formation processes for doctors and/or other health professionals (space 4). The same 
occurs in relation to the development of the community component, also a participant 
(spaces | and 3) in the construction of the new academic models. 


In sum, the formulation of new models, one of the objectives of the UNI proposal, takes 
place within these spaces that, although not new, form areas of action for social subjects 
that, in the hegemonic model, do not possess power resources to exercise their tasks. unless 
they are ideological practices that, when unaccompanied by empirical, political and 
theoretical practices, result in a lower efficacy in the fight against hegemony. 


The strategic concept employed relates to actions, linked to each other, capable of 
generating an accumulation of power resources (economic, and a Capacity to represent, 
mobilize, convene and influence) in the hands of social forces interested in the changes. 


q 
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The alteration in the correlation of forces, weakening those that, internally or externally, 
sustain the hegemonic manner of services production and the education of professionals, 
facilitates significant advances along the path to the intended objective. 


Taking into account the processes and observed results, there are indications that the 
university-services-community partnership and the support program are the strategies that 
have best provided for an accumulation of power resources among the actors interested in 
the changes. 


The Management of Change and the Lifecycle of the Projects 


Management of the UNI initiative essentially means the management of the projects and 
the support program. 

The management processes that evolved can be analyzed through the development of the 
following dimensions: partnership, leadership, institutionalization, communication and 
networking, planning and evaluation. The last item is analyzed in another chapter. 


Development of partnerships 

Considered by many of the proposal subjects as its “registered trademark” or its “guiding 
philosophy”, the partnership was initially extolled as an instrumental aspect that was to be 
established between the actors (people and organizations) in the universities, services and 
communities at the level of the local projects. During the course of the processes, it gained 
a new meaning. It refers not only to the technical-political relationships that were 
established at the project level, but also the relationships between each of the components, 
and between the Program with the projects and with other subjects and actors, external to 
the UNI proposal. 


Globally, the essence of the partnership, within the context of the proposal, refers to the 
trilateral and holistic relationships within the scope of the projects. It recognizes the fact 
that the channeling of the resources, donated to the projects (and therefore, to the three 
“institutional” partners, co-authors of the projects), through the university brings with it 
additional elements of complexity for the building of legitimate partnerships. Nevertheless, 
many of the processes that were developed and the results encountered in the integrated 
evolution of the three components were made feasible thanks to the tripartite co- 
management (political, managerial and operative) of the projects. The demands (commitment 
letter signed by the three partners and mandatory nature of the committees wherein each 
member has equal standing) made by the coordinators of the UNI Program were decisive 
for facilitating the tripartite management. Since the initial stages, the coordinators strongly 
emphasized that the universities received the financial resources on behalf of all the 
partners and that the resources were destined for the development of all three components. 


This is only one example of many. 
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The alternation of formal power in the organizations participating in the projects, as a 
consequence of their operational rules, led to turbulent moments in the relationships within 
the established partnership. However, it also served as an opportunity to improve dialogue, 
and to apply strategic management and democratic learning. 


Itis recognized that actions taken in the context of a partnership produce mutual influences, 
causing alterations in the bonds and in the modalities for action of the different social 
subjects. Examples of these mutual influences include a better understanding and better 
capacity-building for the community actors in relation to the self-care activities and the 
demands made of public authorities. The health services professionals generally value the 
stimuli and opportunities for updating themselves that are provided through contact with 
students and professors. When the practices take place within the new scenarios, the 
professionals also value the acquired experiences as a means of adapting their curricular 
content through the incorporation of more relevant themes/problems. 


Democratic behavior of the partnerships 

The developmental style of the projects and the organizational structure exercise a decisive 
influence on the partnership building, as there is a dynamic interaction between the two 
dimensions. The partnership results in a redistribution of power, a process that always 
involves conflicts. Therefore, democratic behavior and a collegial structure, which create 
opportunities for information sharing, transparency in decision-making and consensus 
building, emerge as vital elements. But, in addition to this, it highlights the necessity of 
ensuring that the partnerships are beneficial for, and of interest to, all of the partners. 
Common agendas must be established that take into account the specific agendas and that 
provide for reciprocal collaboration to overcome the problems particular to each partner 
and to the group. 


In the course of executing the projects, it also became clear that the possibility for effective 
participation in all aspects of the development (political, managerial and operative) 
directly interfered with the degree to which the partners were able to adapt to the UNI 
idedrio. The more the university, health services and community subjects became involved 
and accepted as theirs the ideas and proposals forwarded by the projects, the greater were 
the degree of commitment and the possibilities for change to occur. This adaptation was 
fundamental in order to engender commitment and the power to change. 


The project activities were of a varied nature. Some of the activities were unique to each 
component, internally developed by the subjects (for example, between professors and 
students or between disciplines in different courses; between professionals from different 
services; or even between community leaders or organizations). Others consisted of joint, 
bilateral activities - university-services, university-community, services-community - and 
still others involved all of the three main partners in the proposal. Or rather, there were 
periods of power accumulation within each component and other periods in which the 
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interaction between the components resulted in, or strengthened, movements for reflection 
and change. 


In many cases, it was observed that opportunities for the sharing of problems and 
reflections, among subjects from the three components, usually arose at the operational 
level, during field work. Probably, because the relationships at that level are less formal 
and less structured, it was in the field that the community representatives and students 
found more opportunities for expression and interaction on an equal footing with the 
others. There were only afew cases in which community and health services representatives 
participated in expanded curricula committees and in committees for the analysis and 
approval of research projects. 


In the First Seminar for the Systematization of the UNI Program (Foundation, 1997b), 

important contributions, related to the lessons learned during the process, were documented: 

a) in putting its actions into operation, the partnership must take into account the concept 
of equity more than that of equality; 

b) the partnership must be dealt with in its multi-dimensionality, considering its political, 
cultural, structural and subjective characteristics; 

_c) the UNI project partnerships must be seen as an end and as a means to provoke changes; 

d) the partnership must be seen as a means for situational integration, sustained by the 
diversity of its missions, by the nature of its purposes and by the joining of forces, and 
should be developed based on ethical values; and 

e) the development of the partnership occurs through collective and conflictive processes 
of power accumulation among the different social subjects in an alliance directed at a 
fight against hegemony within the three components of the UNI proposal. 


Leadership Development 


Considered to be an instrumental and strategic dimension for the promotion and 
institutionalization of the changes, leadership was temporarily elevated to the position of 
“component” in the UNI proposal (See Fig. 6). This occurred in 1995, during the 
preparation and realization of the Third International Seminar for the UNI Program 
(Temuco, Chile). The central theme of the Seminar was “Leadership and the 
Institutionalization of the UNI Projects”. 


The projects encountered difficulties in appropriately conceptualizing and developing 
leadership for the change. Despite this, new attitudes and practices, directed at identifying 
potential leaders and capacity-building for those leaders, became reality in many cases. 
Little-by-little, the project subjects understood the importance of capacity-building for 
leaders who could mobilize the forces necessary to implement the changes. In some cases, 
there still exists only a partial understanding of the change processes, which are purely 
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political and are directly related to the correlation of established forces, with the conse- 


quent rearrangements. 
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Figure 6. Networking within the context of the UNI Proposal (Source: Foundation, 1995) 


Apparently, the established status quo is maintained through inertia, almost “naturally”. 
The essence of the change process, however, is overlain by the continuous, and not always 
loyal, dispute between the actors and leaders over political projects. Therefore, to develop 
leadership within the context of the UNI proposal meant attempting to increase the 
capacity of people, groups and organizations committed to the UNI idedrio. during the 
evolution of the change processes, within the ambit of the projects and in the external 
contexts. The energy generated by the project advances and the Program was sufficient to 
mobilize people, groups and organizations that collaborated and organized themselves to 
develop new initiatives and processes. 


As the projects unfolded, the concept evolved from that of a leadership with greater links 
to the people and developed through capacity- -building courses, to another with greater 
emphasis on the transfer of personal leadership to teams and from the teams to organizations, 
thus creating the institutional conditions necessary for the emer gence of new leaders (Fig. 7). 
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The idea of leadership: Conditions and attributes 

The main ideas that meld to form this new concept are organizational leadership 
(conditions for the emergence of leaders) and leadership as a process, capable of 
stimulating the capacity-building of new leaders, as clearly distinguished from managerial 
capacity-building. 


This concept of leadership impacts not only on each component but also onthe development 
of the project. Also evident was the strategic importance gained by the concept of 
leadership and its “field” operations, introducing new project management styles. 


Experience accumulated in the development of the Program allowed for the following 

aspects to be gleaned from the operations relating to leadership: 

¢ it should be based on a recognition of diversity; 

* the “short courses” for capacity-building must be expanded to incorporate the 
development of leadership as a continuous practice (identification, attraction and 
creating space); 

* leadership depends more on the situation than on individuals; 

* ideas and action should be constituent elements for the emergence of new leaders; 

* the leader should know how to create possibilities for his own substitution; and 

¢ the simple creation of space for the exercise of new leaderships is not sufficient, as 
someone must occupy that space, and this is where the project participants should be 


proactive. 
ee Institutional 
ss ——+ / Institutional Group ——— ae 
— _______+\. Dissemination —__——+ Appropriation of 
Project Leaders 
From the Initial and A Shared /dedrio The Project with Renewed 
Small-Group Leaders Institutional Support 


Figure 7. Leadership models necessary for the development of a UNI project 


At certain times, it was almost unavoidable and even necessary to embody the proposal 
idedrio in one person or in one small group, with new ideas in opposition to the existing 
ones, with respect to the idedrio. Nevertheless, its dissemination and enrichment, with 
contributions from other proposals, with respect to both the ideario and the project’s 
operational logic, was desirable. Lastly, it was also desirable that this position of leadership 
permeate the organizations by means of a shared idedrio. A test for this was the continued 
or renewed holding of the position by the founding leaders. 
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For some projects, the management was unable to overcome the traditional conception of 
leadership and its charismatic connotations, centered on the personal characteristics of 
certain subjects. However, for the majority, the development of leaders acquired a more 
group-directed connotation, even without the characteristics of a planned and strategically 
driven process. “Natural” capacity-building predominated, in the context of the activities 
undertaken by the projects. In the community component, it was possible to identify more 
planned and organized processes, contemplating capacity-building in inter-personal 
relations, strategic planning, communication, teamwork and group dynamics, work with 
conflicts, decision-making processes and ethical values. 


The capacity-building of leaders, at the heart of the proposal, resulted in the continuous 
emergence of new subjects. Some were from among the students, who were working and 
occupying spaces not only in the project scenarios, but in scenarios related to national and 
international movements for medical education, and in other health professions. The same 
could be said with respect to reform movements in the health sector and popular 
movements, with a special emphasis on the latter. 


Analytical Variables 


The intended organizational and societal changes resulted in paradigmatic changes. 
Consolidation of the changes depends on theoretical-conceptual accumulations, both 
methodological and political. Some variables in play in these processes are related to 
contextual aspects, such as the particular political, legal, economic and social situations at 
the local and national levels. These are the levels where the project activities are developed 
and the ones that render the continuation and expansion of the resulting processes more or 
less feasible. Other variables relate to the strategies designed by the projects for the 
establishment of a self-sustainable dynamic for the processes. 


Institutionalization 

The institutionalization has been takin g place via structural mechanisms (an increase in the 
number of health services, academic support units and health councils), procedural (for 
example, new graduate course curricula) and cultural mechanisms (attitudes and practices). 
The most successful cases occurred where the changes were understood as permanent 
processes that should continue beyond the useful life of the projects, and where measures 


were taken to ensure the sustainability of the processes, without dependence on external 
resources. 


In a general way, the achievements were Satisfactory, including a significant degree of 
acceptance by important institutional authorities and relevant actors. The organizations 
opened themselves to incorporate people, new ideas and new norms such as, making the 
academic schedules more flexible, extending the hours for service availability and 
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expanding service functions. In the majority of cases, new agreements and/or accords for 
cooperation, which formalized the partnership bonds, were signed. 


The processes that were set in motion for economic-financial sustainability related to the 
absorption, by the social institutions, of the costs of the changes. 


Within the context of the proposal, there was a clear understanding that the project was 
seeking the institutionalization of the change process that was initiated, rather than of the 
project itself. However, particularly in the academic spheres, expectations for the indefinite 
continuation of the projects (and of the external support) were encountered. Probably, this 
resulted from the dominant academic culture with respect to projects and occurs because 
of the scarcity of ordinary resources that constantly plagues the partner organizations in the 
proposal, particularly in the community and university spheres. 


Development of Communication and Networking 


A majority of the projects incorporated, to varying degrees, communication activities 
(internal and external) and networking activities (at the national, sub-regional and 
international levels). 


With respect to communication, experiments with capacity-building and/or 
professionalization in the area of Communication & Health have been taking place in 
recent years. A broad spectrum of communication tools exist that are used, with a certain 
irregularity, by the projects: bulletins, pamphlets, journals, books, newspapers, audiovisual 
means, radio and television, billboards, interactive TV, Internet, etc. However, the 
production and publication of articles in national or foreign scientific journals is still weak, 
despite the facilities placed at the disposal of the projects by the support program. In 
addition, difficulties have arisen in the definition of the audiences and in the production of 
~ materials appropriate for each of them. This has compromised the efficacy of the activities 
undertaken in the area of external communications. 


The support program and the protagonist nature of some of the projects have been decisive 
for the emergence of relevant processes and results with respect to networking. The 
Brazilian, Colombian, Bolivarian and Mexican networks are currently functioning. In the 
case of the first, an important process was initiated in 1993 to encourage cooperation 
between the UNI projects and the already existing TSA Network (Marsiglia, 1995). This 
process culminated in 1997, when the UNI and TSA projects joined together to establish 
4 new network, which came to be known as UNIDA. Through it, various initiatives were 
developed, aimed at the reformulation of strategies to broaden the audience base, to 
establish alliances and to have influence in the definition of public health and education 
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The Colombian network, encompassing the Cali, Barranquilla and Rionegro Projects, has 
taken its first steps. The Bolivarian network, comprised by the UNI projects in Nicaragua, 
Venezuela, Peru, Colombia, Bolivia and Ecuador, rotates the coordination function and 
contributes to the joint formulation of various work strategies. Due to the nature of its 
composition, this network has encountered difficulties in generating more dynamic 
activities. The Mexican network, which is in its initial phase of formation, is headed by the 
Mérida and Colima UNI projects. It unites the universities and community leaders. 


On the international level, the linking of the UNI Program with the Network of Community- 
Oriented Educational Institutions for Health Services (NETWORK) was initiated by the 
support program in 1993 (Perrone, 1993), and resulted in the participation of various 
projects in the Network. In 1996, the Latin American chapter of the NETWORK was 
created, coordinated by the Director of the UNI project in Temuco (Chile), and the number 
of people capable of networking increased. Currently, the chapter is responsible for the 
publication of the Uniletter Bulletin. The Bulletin was initiated and maintained, between 
1995 and 1996, by the Program coordination, which has continued to support it, albeit now 
only financially. 


Another relevant result of the communication and networking activities was the designation, 
by WHO, in 1994, of the Center for Health Sciences at the Londrina State University and, 
in 1996, at the Faculty of Medicine at the Frontera University (Temuco), as Centers for 
Collaboration in Medical Education and Practice. 


The students and community actors participating in the proposal have dedicated significant 
effort to building specific networks. The students’ efforts, encouraged and supported 
through the realization of two international meetings, were more systematized, producing 
partial results, such as a Latin American student exchange project and a catalogue of 
research undertaken as part of the projects. However, the project directors offered little 
effective support for the actors in these two areas. The inclusion of these actors in the 
existing networks, with the intention of functioning as sub-networks, even if only 
temporary, has not been attempted in a consistent manner. 


In the seminars for the systematization of the Program, it became apparent that the timidity 
of some of the projects to place their work on the networks stems from contextual factors 
and cultural barriers, including a command of other languages. The possibility of adding 
joint action to the network’s traditional purpose - an exchange of experiences - was also 
considered to be important. To achieve this, a pro-active stance would have to be assumed 
with respect to jointly-defined political action projects. Or, in other words, it was 
recognized that, besides technical practices, ideological and political practices must be 
undertaken as part of the network activities. Also, it was acknowledged that this should not 


be seen as an individual duty of the project directors, but as a collective action by the social 
subjects in each project. 
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Planning development 

The planning processes for the projects encountered considerable difficulties. Although 
the majority had, in practice, prepared annual operational plans, they were, by their very 
nature, essentially operational and primarily based on a normative focus. 


During the project elaboration phase (1991/1992), concepts derived from situational 
strategic planning in health was used. But, it was mixed with material from normative 
planning, corporate strategic planning and strategic management. 


Strategic management is a field of knowledge from the area of administration that, despite 
the term “strategic”, has little to do with the focus of strategic planning in health. Corporate 
strategic planning is applied to problems typical of large companies or private corporations 
and is, by extension, applicable to public companies that compete on the market. 
According to Matus (1996), “itis a heterogeneous focus in which contributions of excellent 
quality and gleanings from the most simplistic traditional planning are combined”. 


The most serious and compromising restriction, related to the planning processes for the 
implementation of the projects, seems to reside in the acknowledged lack of tradition in 
action planning on the part of the university health faculties. In the universities, planning 
is limited to the Rector’s planning advisors and usually has a traditional focus. At the 
intermediate levels, such as the Faculties, structures and a capacity for planning do not 
exist. The only exception is located in the departments for public health/collective health/ 
social medicine that, even so, do not possess an accumulated experience in action planning 
on educational issues. Their activities are usually concentrated on action planning for 
health issues. 


During the course of their activities, various projects took initiatives (courses, seminars 
and workshops) aimed at capacity-building in strategic planning and project management 
for their members. The knowledge gained and the practices developed have not yet been 
consolidated and disseminated for the components of the projects, but they are elements 
that have come to form part of daily life in many circumstances and for many actors. 


What to Change, What to Keep 


The lifecycle and management of the projects 

To design anticipatory strategies for change presupposes a disposition for continuous 
learning on the part of the organization and a dynamic distribution between the aspects to 
be conserved (and that constitute their identities) and those that lead to innovations that 


facilitate mutually transforming relationships with the context. 
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Thus, an analysis of the dimension of institutional change includes two aspects: 3 

|. conceptualization, which relates to the nature of the concept of change that exists in the 
projects, if the change process is planned or spontaneous, if there is a design of the 
possible scenarios, actors, their behavior, the circumstances, etc.; and 

2. effective operation in the distinct domains of the organization, such as, the structure of 
the positions and functions, the values and perceptions that form the culture, and the 
type of procedures and technology used for social management. The analysis must 
observe how the orientations change under the political influence that emerges from the 
partnership and its impact on the institutional actors. 


Three domains exist for operationalization of the changes, which are, in turn, self-limiting 
to the extent that, depending on their circumstances, they define the design of the strategies. 
These domains are: 

a) space - represented by the community in which the project is implemented, its history, 
organizations, geography, political-economic situation, etc. 

b) time - relates to the notion of “kairos’”’, of the Greeks, by which time is related to the 
timeliness with which things occur. Thus, time is a domain that interferes in the 
gradualism of the process. Thinking in the medium and long-term, and acting in the 
current moment is a way of not only waiting for the future but also of building it. 

c) Subject - is the domain of the person, what Goffman (198 1) distinguishes as the distance 
between the actor and the character, the actor understood to be the person and the 
character understood to be the role to be played. 


Phases of the processes 

In the first phase of the processes, the UNI Project obtains information from the context 
(from the outside) and impacts on the “text” (inside) of the community, services and 
academia. The project fosters the change. In the second phase, spreading the UNI ideals, 
the community, services and academia context demands changes in the “text” (inside) of 
the organization of the project. In addition, the regional, national and even international 
demands begin to have an influence (Fig. 8). 


Thus, as the leaders emerged as an important dimension in the project dynamics, 
management became key to understanding the successes and failures of the projects. 


through the actions of the director and the technical-political teams responsible for 
executing the projects. 


A clearer definition of the skills required to lead complex social undertakings, such as the 
UNI Projects, could have facilitated the task of identification of potential directors and 
more efficient capacity-building procedures. 
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Figure 8. Phases in the lifecycle of the UNI projects 


The profile of a UNI project director 

Although different, but equally effective, managementstyles exist, the principal requirements 
are political skills, an ability to take on the role of mediator and ne gotiator, and the capacity 
to manage and mobilize resources. These define the management model required for 
projects such as those of the UNI initiative. 


The project director possesses a characteristic that differentiates him from other functional 
directors. His team is mainly comprised by representatives from areas and organizations 
with which there is no hierarchical relationship. His authority is based on the ability to 
influence processes that are not necessarily under his control. He is a director who “does 
not direct”, but who encourages and facilitates. 


His management tools include communication abilities, a network of contacts, and group 
orientation and motivation skills, supported by the administration of resources that are the 
property of the project partners. 


The building of a project team at its different levels (political, technical and operational), 
the modes of operations, the incorporation of human resources, the succession and transfer 
of positions, and the division of tasks are part of an efficient model for project management. 


The Support Program: One More Step 
The support program represents a new focus in the development of the Kellogg Foundation 


activities. It signifies, in addition to support for the success of the initiatives, an opportunity 
for the development of new responsibilities and capacities for the Foundation “staff”. 
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The more traditional manner of operations for the Kellogg Foundation consists of pledging 
financial support for projects in the areas of education, health and rural development. The 
projects that were supported were, in general, selected from the many proposals that 
spontaneously arrived at the organization's offices. Within the Foundation, particularly in 
Latin America, a critical, negative opinion exists in relation to the impact of this type of 
support: itis difficult to break through the limits of each component organization in relation 
to the implemented changes, resulting in low impact, and, often, the work does not continue 


after financing ceases; etc. 


The initiative . . 
Some years ago, a proposal emerged for an alternative manner of operations, using So- 
called “initiatives”, in which the Foundation has a much more proactive role. It invites 
organizations to present proposals within a certain spectrum of ideas and it finances, 
besides the projects, a support program aimed at empowering its actions and accompanying 
the projects during the course of their development. 


Since the beginning, the UNI was intended to function like an initiative. The first step was 
to invite a team of Latin American professionals, working within the health field (in 
universities, services, and community health work), to participate in the debates that led 
to the elaboration of the idedrio. The jumping off point for the debates was a critical 
evaluation of the Foundation’s prior work experiences in this area and the main social 
movement issues in health on the continent. 


Then, the Foundation sent out invitations to Latin American universities to present, in 
partnership with health services and local community organizations, work projects based 
on the proposed ideals. As has already been mentioned, of the 150 proposals presented, 15 
were initially selected, and 8 more were subsequently chosen, making a total of 23. The 
support program began to function at the time the proposals were prepared, because a series 
of seminars was held jointly with the selected institutions in order to debate the idedrio. 
Also, a team of consultants, including on-site consultants, commenced their work in order 
to support the process for preparation of the proposals. 


During the first two years of UNI operations, the main objective of the support program 
was to place the projects in contact with already existing innovations in the education of 
health professionals, worldwide. As a result, reconnaissance trips to the main innovative 
centers, participation in international conferences, agreements for in-house and long- 
distance courses for health professionals (isolated, introductory, specialized and even 
Masters courses) were organized. 


Cooperation between projects 


Another initial concern of the support program was to encourage cooperation and 
exchanges between the projects, basically through the promotion of annual meetings that 
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united representatives from all the components of the projects. Also, some activities 
directed at external communication of the Program were initiated, with folders, bulletins 
and videos, for the purpose of publicizing the proposals and partial results. 


Evaluation of the initiative has been ongoing since the beginning. This work is discussed 
in another chapter in this book. 


Starting in 1995, the Program coordinators had access to resources that enabled them to 
follow the projects more closely. Initially, understanding the activities and holding 
frequent conversations about possible actions and interchanges, project initiatives, limits, 
problems, etc. were long-distance tasks. These were followed by reconnaissance visits not 
linked to the evaluation. 


A complex and delicate exercise began for a timely and proactive accompaniment, 
without, however, impeding the autonomy and independence of the projects in the 
definition of their paths. 


Through this process, it was possible to perceive the communication problems between the 
Program and projects, the different perceptions of the evaluation activities, the heterogeneous 
understanding of the possibilities for cooperation within the network, the dynamic of 
establishing changes in each context, the potential and needs of certain sectors and 
projects, the opportunity to deal with or introduce certain themes, etc. It was also 
fundamental for establishing a more horizontal relationship between the projects and the 
Program coordination. 


Over time, the character of the activities undertaken by the support program changed. 
Large meetings, to which external experts were invited in order to enrich the projects’ 
agendas, were reduced to small, participatory meetings with collective spaces for the 
elaboration and building of understanding and work proposals, based fundamentally on the 
lessons learned from the projects’ practical experiences. The role of the external invitees 
was to make an initial contribution to provoke or enrich discussion among the projects. 


With time, the limitations on the accompaniment, due to its essentially long-distance 
nature, became evident. As the communication capacities of the different projects are 
highly diverse, an important aspect of the Program, the impressions and voices of the most 
communicative (not necessarily the most active) end up dominating. 


Therefore, an accompaniment team was established with the task of working more closely 
with the projects, making more frequent visits, supplying specific technical support, and 
building a partnership relationship between the Program coordination and the project 
teams. 
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Projections for the future 
Inthe final phase of the Program, given the quality of the processes and the results produced 


by the projects (partnership, construction of subjects, institutional development, 
strengthening of community organizations, improvement in the quality of services, 
academic changes, regional and national recognition of the quality and successes of the 
project experiences, influence on policies, etc.), the Foundation intends to maintain the 
support program for the UNI for some time yet. Or, in other words, donations to the projects 
will cease, but the accompaniment, technical advice, meetings and support for the network 
will continue. 


This will be a unique opportunity for the “phasing out” of the projects, to assist them in 
dealing with the new situation, and to build a new organizational and relational logic. The 
objective of this activity is to define priorities, maximize the utilization of resources, seek 
new funding sources and identify the needs for technical assistance to achieve the priority 
objectives for each project. In this way, it will be possible to ensure the continuation of the 
changes, with a greater potential for realization and institutionalization, and it will allow 
for the maximum possible opportunities to exploit the potentials of the current Program. 


Lessons Learned: The Theoretical-Practical Development of the Concept 
of Change in the UNI Proposal 


The UNI idedrio recognizes the restrictions that the structure of society places on the 
education of, and practice by, health professionals. However, indetermination or mutual 
determination, either of which produces the same results, predominates with respect to the 
relationships between these dimensions. Or, in other words, a notion of circular causality 
predominates, in which concepts like that of determination at the last stage are not 
appropriate. 


Determination at the last stage is a concept that considers the possibility of opening spaces 
outside of the reach of the structure, or, rather, permits a relative autonomy for the object 
(in this case, education of and practice by health professionals), thereby allowing for the 
consideration of new causes and effects. Among these causes are those that result from 
power relationships established between the distinct societal groups and the State concerning 
demands relative to, in this case, the issues of education and health. In sum. the 
identification of interventions between structures and processes, and between structures 


and subjects, is facilitated by an understanding of the concept of determination at the last 
stage. 


Another theoretical-practical weakness in the proposal relates to the concept of change and 
its mechanisms for realization. A lack of definition of the limits between the concepts of 
innovation, change, reform and transformation exists. In reality, the concepts are never 
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made clear. The first two, used more frequently, are sometimes seen as synonymous and 
sometimes as distinct entities. This conceptual confusion contributes, at least partially, to 
many difficulties encountered in the development of the projects, as it causes or provides 
for ambiguities with respect to the direction and priority of the activities. 


With respect to the mechanisms for producing changes, the proposal has the merit of 
providing for an articulation between the local level, represented by the lifecycle of the 
projects, and the social system level, identifying dissemination as an important mechanism 
for influencing public policies. The identification of the relationships between organizational 
development and social development constitutes an important contribution for the 
understanding of the change processes in medical education. It defines the scope of 
activities - the social - previously not usual for the protagonists of projects of this nature. 


One of the more positive aspects of the processes initiated by the UNI Program has been 
the ability to construct new social subjects (at the level of the three components), stronger 
and better articulated than before. The increase in their capacities for political understanding, 
articulation with other areas, intervention in real social processes and, from that, an 
accumulation of forces related to transformation proposals, has been fundamental. 


However, sometimes a predominant understanding of the influences on social change does 
not contribute to its realization. This is because the emphasis is placed on the dissemination 
of experiences and not on the strengthening of the social subjects’ capacity for intervention 
in real contexts. The belief, in those cases, is that the active dissemination of a good idea 
and good results would be sufficient to change the power relationships that sustain the 
status quo. 


The partnerships are comprised by actors/ subjects in the academic area of medical courses 
and other professions, by actors/subjects from health services, mainly of local reach, and 
by actors/subjects of community organizations existing in the geo-political areas where the 
project is active. 


Through the promotion of joint action on the part of these actors/subjects in the political, 
managerial and operational aspects of the actions undertaken by the UNI projects, the 
partnership has been facilitating the accumulation of power resources in order to confront 
the hegemonic model for the education of health professionals. This is continually 
refueled, without needing partnerships, by the inertial process provided by its “status” as 
4 consolidated model and by the actions of the actors and subjects that sustain it within and 
outside of the university environments. 


As part of the development of the UNI proposal, the partnerships, besides facilitating a 
degree of democracy in the relationships between academia, health services and the 
population, have been building and establishing times and spaces propitious for dialogue 
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and the strengthening of autonomy. In them and through them, the sectors supporting 
reform in the services and academia, and the progressive sectors of the community resident 
in the areas where the projects are active, have interacted, expanding their degree of 
organization and increasing their capacity for intervention in the social, cultural and 


political arenas. 


The partnerships are often conflictive and, at times, contradictory, which is characteristic 
of the political nature of social and organizational change processes, as is the case for 
various UNI processes/projects. Through them and as a result of the heterogeneity of the 
partners, common languages have been elaborated, in a clear process for the building of 
new identities. 


The partnership, or associated management, as the concept of associated modality of 
management seems to have been adopted, is, without a doubt, an element that qualitatively 
differentiates the Program. 


The Foundation’s role as motivator of the idea, financier and evaluator, has a significant 
impact on the management of the change processes and, as a part of the universe of the 
projects, merits some revisions. How should its influence be managed? In which moments 
should it be more proactive and in which should it distance itself? How should it balance 
its tasks of evaluation and support? 


Considering these aspects, a step could be incorporated in the design of an initiative, in the 
preliminary phase, with the objective of identifying, selecting and “constituting” the 
actors, who are valid interlocutors and who comprise the partnership. This idea should be 
linked with the form of funding for the projects. 


The mission of the UNI Program is clearly identified in its initial documents, in which the 
focus is placed on a quantitative-qualitative improvement in the entire health process, 
starting with the education of professionals, in collaboration with the provision of health 
services and with the active participation of the community. 


However, the “overflowing” that was observed during the development of the various 
projects should be noted. This “overflowing” ended up displacing the central focus (the 
education of health professionals), resulting in an expansion of the Program for social 
change, with a defined geographic base and health as the objective. 


It is probable that the processes for consolidation of the partnerships have led to the 
inclusion of new themes on the agendas for the projects, reflecting the broader interests of 
each component. 
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Figure 9. Relationship between resources and time of development of the project 


Summary 


Finally, a few remarks about some of the lessons learned with respect to: 

a) elaboration of the ideario 

The fact that the ideas, on which the initiative is based, did not have to be “invented” by 
the Foundation seems to have been fundamental for the success of the UNI initiative. The 
elaboration of the UNI idedrio, as seen in previous chapters, was based on relevant ideas 
already existing in Latin America, with respect to the education of health professionals and 
health sector reform. As a result, the propositions advanced by the ideario were very 
successful in uniting and mobilizing people all over Latin America. 


Consequently, the lesson that emerged from the UNI is that there is a greater chance for 
initiatives to function when they are built on top of strategic issues and based on live and 
active social movements. Therefore, the initiative, through the Foundation’s organized 
support, could function as a catalyser for a social process already in course or about to 


happen. 


b) the launching of the proposal 
The fact that the proposal was launched over a large area is also very important. This 


already increases the potential impact of the initiative by ensuring that it is widely known 
and procured. Certainly, the chances to better know who might be the more active actors 
on the scene and the probability to choose the best candidates also increased. 
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c) the role of the support program 

The support program fulfilled and fulfills a fundamental role, in which the following can 

be highlighted: 

¢ introduce and connect the projects to the world 
The support program connected projects and institutions to interesting and advanced 
experiences in their area of fundamental interest. This is how it worked with the UNI 
for worldwide medical education. This contact constituted a continual stimulus for the 
search for new ideas and the possibility of new relationships, and was important for 
widening universes and diversifying alternatives for the implementation of the projects’ 
proposed changes. 


e specific stimuli 
Thanks to specific stimuli from the support program, the projects developed some very 
important areas for the initiative. This was the case, for example, with the evaluation, 
communication, networking and systematization of experiences. 


The evaluation of the initiative helped in the creation of evaluation teams for each 
project, with the participation of the three components. It was fundamental for the 
introduction of certain themes into the project scenarios, such as institutionalization 
and sustainability. 


Development of the partnership was also strongly encouraged by the Program 
coordination and the cluster evaluation. As this was a significant challenge, it was 
crucial that the Program coordinators understand the need for continuous support at 
times in which the projects faced implementation difficulties. 


The networking activities also required and require a great deal of support and strategic 
stimulation from the Program. It became evident that, in order for networking to occur, 
it was not enough to have projects working around common themes and in contact 
through meetings. The projects passed long periods largely consumed by their internal 
processes and, initially, had a lot of difficulty concentrating on external activities. 
Therefore, it helped a lot to have someone who was from the outside, from the program 


coordination, to provoke, suggest and even to coordinate, in the beginning, some joint 
initiatives. 


The systematization of the experiences is a fundamental product of the Program and an 
essential element for the progress of the projects. However, the people and the projects, 
in general, encountered enormous difficulties in systematizing. This was also a 
strategic area for support from the point of view of the Program coordination. 


* character of the meetings 


At the beginning of the Program, meetings/seminars with specialists were held to bring 
new ideas for discussion with the projects. Over time, the seminars and meetings 
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became venues for the collective building of understanding and proposals. It was very 
important to know how to create these opportunities and to know the right time to 
change the orientation of the meetings. They are fundamental for the production of 
systematized information and to facilitate the achievement of collective agreements on 
the new challenges. 


¢ projects’ freedom of action 

It was important that the relationships between the Program coordination and the 
projects be leveled out over time, as this allowed the projects to have an increasingly 
active input, presenting proposals and responding promptly to the stimuli. They were 
able to feel part of a collective entity. 

The fact that there existed an active Program coordination did not mean that the 
Foundation had a normative action. It was very important that the projects had freedom 
to work and build their proposals in accord with their histories, contexts and potentials. 
Clearly, intervention by the coordinators strengthened certain aspects and weakened 
others. It is necessary to always keep in mind the power of influence that the 
coordination has in relation to the projects, but this did not compromise their autonomy. 


Until September 1999, the Program directors’ and projects’ concerns were centered on 
the concrete development of the implementation activities of the UNI initiative. As the 
end of the funding period approached, the issue of sustainability of the changes and their 
processes moved to the forefront. About half of the projects were able to satisfactorily 
develop activities for this purpose. But, some run the risk of not being able to sustain 
the innovations undertaken, unless they find feasible alternatives in time. 


The following should be mentioned as some of the more relevant mechanisms adopted 

forthe political and economic sustainability of the processes: 

* institutionalization/formalization of the established partnerships; 

¢ absorption of the costs using resources from the institutions; and 

¢ lobbying and negotiation for the allocation of local and/or national government 
resources. 


In addition, some projects provoked the modification of norms, statutes or regulations 
relating to missions and functions. This facilitated the development of the activities and 
processes advanced by the UNI idedrio, assumed as normal procedures by the 
organizations and their members. 
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The Development of New Academic Models for Health Care and 
Social Participation 


Laura Camargo Macruz Feuerwerker' and Roseni de Sena’ 


The purpose of this chapter is to analyze the processes initiated through the UNI projects 
in their various areas of operations. Preparation of the chapter was based on the analysis 
of Program documents, the authors’ direct knowledge about the projects and a literature 
review of relevant sources. 


We sought to critically review the theoretical assumptions underlying the UNI, comparing 
them with a broader reference that, from the authors’ point of view, adequately considers 
today’s complex reality. We analyzed the projects’ practical experiences, their results and 
difficulties, and sought to identify limitations and the most dynamic and potent lines of 
action, within the framework of this broader conceptual reference. 


Firstly, we sought to highlight some general characteristics in the development of the 
initiative. Secondly, we studied the processes and results within each of the partners, while 
always trying to examine the relationships between them, which is the UNI’s principal 
hallmark. 


The Interface between the Partners in the Development of New Practices 
in the Area of Health 


The UNI Program does not propose and implement changes based upon abstract 
considerations. The initiative’s proposal arose from an analysis of the Latin American 
context in health, popular participation and the education of health professionals. The 
implementation of the proposal is based on the idedrio that was, and continues to be, 
developed and redeveloped based on the local contexts where projects function. The 
inability of world hegemonic politics to provide answers for the new problems and needs 
of the areas of health and education generates contradictions, which are the engines for the 
change processes set in motion by the UNI. 


Some of these contradictions are related to international changes in the organization of 
work and in the relationships between people and social sectors. Others are related to 
transformations in the relations between production and consumption of goods and 
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services resulting from technological innovations, related to the new relationships established 
by international capital and new ways to organize and manage production processes. 


These transformations must be understood within the context of globalization, which 
brings not only economic consequences, but also political, social and cultural ones. The 
new international division of work has resulted in the adoption of policies that impose 
changes on the size and powers of the State, favor deregulation of national economies, 
emphasize the role of the market in the establishment of a “new equilibrium” and extol the 
virtues of broad privatization programs for the public sector, including in the areas of health 
and education, as an alternative for reducing State costs (Deluiz, 1997). 


The repercussions of these policies on the social sector have been seen from two 
perspectives. One suggests that the “dismantling” of the Welfare State is an irreversible 
trend, excusing the nation-State from guaranteeing social welfare rights (anni, 1996; 
Ianni, 1997; Fiori, 1993; Tavares and Fiori, 1997). 


Another approach recognizes that, in fact, the possibilities open to the national governments 
for the use of certain crucial economic policy tools have been reduced and restrictions have 
been placed on the use of social policies. But, it questions whether this necessarily implies 
an inexorable tendency to eliminate mechanisms for social protection. 


On the one hand, the argument is that international economic data, which would justify the 
latter affirmation, are lacking because the investments in the social sector (in % of GDP) 
have increased in the European Countries, the USA and even in Brazil (Vianna, 1997). On 
the other hand, the argument rejects the idea of the historic inevitability of the dismantling 
process and considers that the essential element for vanquishing the threats to the social 
safety net has been, and will continue to be, the ability to politically mobilize in defense 
of social rights. Based on this point of view, the possibility emerges for new scenarios for 
a renewed appreciation of political action and social subjects in the fight against economic 
determinism (Santos, 1995). 


The current model for the economic organization of production is based on the flexibility 
of the work process, the job market, products and consumption levels. There are entirely 
new production sectors, new ways of supplying services and new markets, besides a much 
more intense level of commercial, technological and organizational innovation. 


A paradoxical phenomenon has emerged involving an increase in the informal and 
transient workforce, as well as a renewed appreciation for the versatile, multi-skilled 
worker, who performs much more abstract and intellectual functions, with less manual 
labor and increased symbolic manipulation. The abilities to diagnose, problem solve, make 
decisions, intercede in the work process, work in teams, self organize and deal with 
constantly changing situations, are now strongly required. (Deluiz, 1997), 
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This entire transformation process provokes crises that manifest themselves in the macro 
and microstructure of society. In the health field, the crisis is evinced mainly through the 
contradiction between the dominant paradigm and the paradigm for the social construct for 
health. 


The first paradigm considers health from a biological point of view, centered on disease, 
on medical hegemony, on individual care and on the intensive use of technology. The 
second considers health as a product of a social process, involving improvement in health 
care, inter-sectoral action and the growing autonomy of the population towards its own 
health care. This new paradigm should make the reorientation of relationships between 
health professionals and the community mandatory, and should redefine the importance 
and the role of the health services sector in this process (Mendes, 1996). 


The existence of this paradigmatic crisis in health can be detected at various levels. The 
principal symptom is the incapacity of the majority of societies to foster and protect their 
health, to the extent that their historical circumstances and the existing resources allow 
(Organizacién, 1992). This lack of capacity is related to the inefficacy and inefficiency of 
the systems due to the predominant service organization model, to structural difficulties 
in financing the systems and to the growing dissatisfaction of the population with respect 
to services and health professionals. 


In education, the crisis is revealed in the contra-position between the traditional hegemony 
and a reflective critical conception of the pedagogical process. The traditional hegemonic 
concept is expressed through a methodology in which knowledge is transmitted vertically 
from the teacher to the students. It is a teaching methodology centered on the professor's 
needs and in which knowledge is acquired in a manner de-linked from reality. The 
reflective critical concept is based on the active participation of the student in the teaching- 
learning process, building knowledge through the problematization of reality, relying on 
theory and knowledge in order to face real-life problems, thereby articulating theory and 
practice. 


Important changes have occurred in the field of social organization with respect to the role 
that each sector of organized civil society plays in winning and defending rights. There is 
a trend toward questioning representative democracy and reinforcing participatory 
democracy. At the same time, there is uncertainty about the future with respect to the 
guarantee of work, access to goods and services, and security. There is also a crisis in the 
values that define daily life and social relations, such as solidarity, the individual-collective 
relationship and the exercise of citizenship. 


A crisis also exists in the philosophical field, which influences and is related to all the 
others. The Cartesian model of science purged from the world all the tangible qualities. 
According to this model, in order to understand the true existence of the universe, it 1s 
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necessary to completely abandon all the sensations and impressions, desires and sympathies, 


and everything that appears subjective. This is because subjectivity “would not permit” the 
elaboration of rigorous and universal scientific propositions. 


Therefore, the reality of things was reduced to their tangible determinations, and the 
sensory and subjective nature of the world was abandoned. But it is exactly this “sensory 
and subjective nature” that once constituted the basic essence of human life and made the 
world “human” as opposed to just “natural”. All beliefs and the search for meaning were 
relegated to the private sphere and to irrationality. Human beings were reduced to things, 
trapped by the forces of technology and history that subjugated them (Japiassu, 1996). 


There is a certain wave of revolt and indignation against this type of rationalist and 
reductionist vision of science. It is an approach to science that continually produces power 
and works to serve this power, which becomes an oppressor and which exercises a certain 
intellectual “tyranny” over all the other areas of knowledge. It is a science that produces 
understanding and misunderstanding, that converts the scientist into a specialized ignorant, 
and the common citizen into a generalized ignorant (Santos, 1987). 


There is an active search for alternatives, for a science that attempts to dialogue and interact 
with all other forms of knowledge, including common sense, rather than subjugating them. 
There is an attempt to reform the human being, allowing him to become a social-historical 
being. There is a quest to overcome reason as the supreme criteria for defining the truth. 
Rather than the existence of a few scholars, there should be the greatest possible number 
of people able to acquire and use knowledge as a means to become more active and capable 
to better evaluate and interpret reality. (Castoriadis apud Japiassu, 1996). 


There remains no doubt that at least a part of the problems in the health and education fields 
is intimately related to these philosophical problems. 


We will examine the UNI Program, its implementation and the results achieved so far from 
a perspective essentially marked by the assumption that revaluing political action and 
social subjects is not only a real, but a desired possibility. 


The UNI projects, and particularly the partnership experiences, are oriented precisely to 
contribute to the elaboration of new social practices, capable of providing responses to 
these impasses. These new practices, resulting from the actions of newly constructed 
subjects, can be identified in various spheres, which include teaching-learning activities, 
research, professional health practices, health prevention and promotion practices, 


democratic participation of the population in health and other fields fundamental for the 
exercise of citizenship. 
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The original concept of the Program clearly expressed the intention to develop new 
practices in all these areas. Although general and rather vague, this intention influenced the 
projects’ initial proposals and directions. However, during the implementation phase, the 
projects learned that good intentions are not enough to put people in movement. 


The subjects move toward action when searching for solutions to problems and for ways 
to meet their needs. Thus, it was necessary to show that this general intention to change 
social practices could be a source of mechanisms useful for confronting concrete problems. 
The establishment of the partnership among the three components was, at the beginning, 
based on the identification and prioritization of problems, as well as the development of 
strategies to jointly face them. It was possible to combine and link the different views of 
different actors because the projects utilized collective approaches to work on the 
problems. In this way, as yet unrevealed dimensions of already identified problems, as well 
as new problems and new needs could be discovered. 


The university’s traditional practice in its approach to the health services or communities 
is to unilaterally establish an agenda for the students’ fieldwork, taking into account only 
academic needs. This is completely different from going to the same places and working 
from a jointly established agenda that takes into account not only the teaching-learning 
needs but also the needs identified by the services and the community. 


The same can be said about organizing health services. Taking into account the priorities 
identified by the population or their health needs is entirely distinct from the predominant 
practice of organizing the services based only upon technical or internal considerations. 


Also, it is completely different for the population to be the object of students’ or health 
services’ interventions than to actually participate in the work. The participation may take 
the form of choosing the theme to be worked on, influencing the definition of the 
objectives, and elaborating and implementing the activities. 


Based on this new kind of interaction and, often, new theoretical and methodological 
references, new areas for study and work could be defined. As a result, the need for new 
practices was no longer a theoretical question. It became a real necessity in order to 
confront new, concrete problems. The need to introduce changes in the academic, health 
services and community’s practices is not simply a matter of theoretical definitions, made 
a priori. Instead, they could be established based upon the urgency required to deal with 
the concrete challenges. Consequently, these concrete challenges became the strongest 
impulse for the change processes developed within each component and in the context 
common to the three partners. 
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Democratization of Relationships and Constructing Subjects 


The UNI proposal was elaborated within a Latin American context of recently rejected 
authoritarian regimes, marked by a process for the construction (democratization) and 
deconstruction (globalization and post-modernity ) of citizenship. 


The first of these movements (democratization) is based on the production or reproduction 
of democratic behaviors within the governmental and societal spheres. This occurs 
whenever political actors internalize democratic, political behavior in the socialization 
process, or when different political actors accept that it is more important to meet the 
collective interests rather than simply addressing their own specific interests. Italso occurs 
when democracy is recognized as the best way to meet diverse interests ( which is vital for 
consensus building among distinct actors) (Gerschman, 1997). 


If this definition is accepted, we are then working with a specific concept of society, based 
upon the recognition of the se/fand of the other and on the existence of rights to be enjoyed 
by all citizens. Understood under these terms, the construction of democratic subjects is 
essential for the reproduction of democracy. 


There is a general recognition that, since the 80s, there has been a demobilization of the 
social movements all around the world. In spite of this, the UNI projects have become 
venues for uniting ideas and people, facilitating the expression of interests, desires and 
necessities, and the formulation of propositions. These features favored a type of 
interaction that permitted the construction of subjects who are capable of promoting the 
desired change processes. 


It became clear that the collective venues for reflection and action were essential for 
providing the projects with the energy necessary to move the subjects toward change 
within their respective component. As a result of this strategy, the community, university 
and health services actors committed to the solution of not only their own problems, but 
to the other components’ problems as well. Fundamental steps leading to this change were 
the dismantling of barriers to communication, and the breaking of the habitual isolation of 
the institutions with respect to the social reality and the micro-spaces within them. 


According to the communication paradigm of Jiirgen Habermas, “the subject is not defined 
exclusively as a being that relates to objects in order to understand, act through and 
dominate them. Instead, the subject is defined as one who, during his historical process of 
development, is obligated to arrive at agreements with other subjects about the meaning 
of knowing objects, acting through and dominating them ” (Siebeneichler, 1989). 


The partnership made it possible to construct subjects by creating opportunities for the 
various actors to take initiatives within their respective contexts, analyze the reality 
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discuss, propose, listen, make decisions, execute and evaluate activities/alternatives/ 
projects. 


Human development does not depend only on the will of the subjects. Instead, itis realized 
only through a continual process of interaction between the subject and society (Severino, 
1992). So, if the UNI projects hadn’t had the possibility to implement the plans, to realize 
upon the ideas, and to face the obstacles and challenges, their power to change would be 
much less significant. Thus, it is important to examine how the UNI functions in this 
sphere. 

Citizenship ennobles the human condition and development, which is realized through the 
enjoyment of civil, political and social rights, and that requires a true sharing of material, 
symbolic and social goods. This is what the partnership, when fully developed, can 
potentially produce and that, to a certain extent, it has already produced in the projects. 


Within the UNI, the sharing of material goods occurred/occurs through the possibility of 
taking into consideration the needs of all the actors, the joint definition of priorities and the 
division of resources (material resources in general, not only the financial ones). 


Though it is a necessary condition for citizenship, having access to material and symbolic 
goods is not enough. The construction of subjects also requires a redistribution of power, 
which, in UNI projects, occurred through the guarantee of effective participation of actors 
from the three components during the entire development process. 


The exercise of partnership building required the democratization of the relationships 
between the components and within each one of them. To some degree and in some ways, 
this occurred in all of the UNI projects. Even in the most unfavorable contexts, in the most 
rigid and conservative institutions, the existence of a certain degree of dialogue to elaborate 
common objectives and to share decision-making was enough to raise the possibility for 
the construction of new subjects. 


Working together in different ways, both within and outside of the walls of the universities 
and health units, teachers, students, health service professionals and the community 
developed both new ways of learning and of practicing health. In this way, they were also 
able to recover the values of solidarity and cooperation. 


Itis exactly from the perspective of this interaction process that we will discuss the changes 
produced/stimulated as a result of the UNI. These are changes that were revealed along the 
path to establishing new processes for professional education, provision of health services, 
popular participation and the building of citizenship. 
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The Strategies and Processes for Change 


The strategies for change 
In order to analyze the processes and, in some way, appraise the results obtained through 


the UNI projects, it was necessary to define some analytical categories in order to 
understand the changes. Almeida (1999) identified three qualitative levels of change 
produced by transformation movements in the education of health professionals, each of 
them providing for a different degree or depth of change. In this chapter, this proposition 
has been adopted and adapted. 


We differentiated a first level, where restricted, localized, and partial interventions take 
place. The goal here is to change the activities, the means, and the technical relationships 
between the actors in the teaching process, in the provision of health services and in the 
participation of the population. It is at this level that knowledge is developed about the 
context, the existence of the other is recognized and the possibilities for action are revealed. 
In general, the results from this type of activities are limited alterations in the processes. 


There exists a second level of intervention where the social actors and their power relations 
are addressed. It is here that the subjects are constructed through the collective venues for 
reflection and that information is democratized. And, it is here that the subjects gain the 
perception that they have real possibilities for action (i.e., they realize that there are real 
opportunities and enough power to put their proposals into practice). At this level, the 
changes occur within the social relationships, which are the broader dimensions in 
professional training, provision of services and popular participation processes. In other 
words, new criteria are established for the co-existence of the subjects involved in the 
processes. 


On the third level, changes occur in the correlation of forces among the various subjects 
and groups within and between the institutions. The changes involve the essence of the 
production of knowledge and the elaboration of new paradigms. These are the broader and 
more extensive changes, directed at the political relationships between the social subjects 
and the institutional actors. 


From the beginning, some projects have had an adequate perception of the complexity of 
the proposed changes and they developed global propositions targeting all three levels, 
particularly with respect to the education of health professionals. Others were able to 
develop this kind of global strategy only during the implementation process. Stull others 
never fully realized the complexity of the proposal, and were not able to intervene ina well- 
organized or planned manner. 


As a consequence, first and second level actions have predominated in all the spheres 
(education, health services and social participation). Despite this, there are some extensive 
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transformations in course in all three of the areas. However, for a significant number of 
projects, the perception has only recently emerged that the innovations and changes 
achieved so far in the processes and relations are not enough to obtain the intended results. 


Below, we present some of the more significant strategies developed by the projects for the 
interventions at all three of the levels and operational spheres (education of health 
professionals, organization of the health services and social participation) and the results 
obtained so far. 


The Construction of Favorable Scenarios 


Since its design phase, the UNI proposal has sought to enhance the existence of scenarios 

favorable for the establishment and implementation of the projects. Some general 

guidelines oriented these actions: 

¢ the entry point and integration of the projects into the health and education institutions 
and into the community organizations 


For a university to become part of the initiative, an institutional commitment to the UNI 
ideas and proposals, formally expressed by the directors of the institution, had to be 
presented. Although this was not a guarantee of receptivity to the innovations, for most of 
the projects it was enough to ensure that the entire school would be considered in the 
changes, rather than the changes being restricted to a department or to small groups within 
the schools. 


The same could be said about the health services. It was possible to be part of a UNI project 
only with the approval and commitment of the regional health authority, and only by 
involving at least entire districts, if not the whole city, in the initial program. 


The community partners were identified from among the most representative community 
organizations available. The ones that were chosen had the greatest capacity for mobilization 
and the highest level of acknowledgment by the local population. 


These were all attempts to achieve governability in order to implement the intended change 


processes. 
* the three components had to actively participate right from the proposal elaboration 


phase 


This participation was assured on a formal basis, but this was not enough, in many cases, 
to guarantee actual participation, equity or equality in the initial process. In certain cases, 
the university was hegemonic during most phases of the process. 
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Over time, within each project and each component, specific strategies were developed for 
the democratization and leveling of the relationships. One cannot say that equity has been 
achieved (nor that this would even be possible in the current context), but the three 
components have won genuine power and possibilities for action during the projects’ 


implementation. 


* establishment of tripartite committees responsible for the projects’ development of all 
aspects, including the application of financial resources 


This was the first step for establishing interaction among the three partners. From the 
beginning, in most of the projects, the three components were effectively represented for 
political orientation purposes. However, it became clear that this was not enough to 
guarantee the building of an effective partnership. Therefore, intermediate organizational 
levels and interaction mechanisms were established during the implementation of the 
proposals. 


This has been a big challenge for the projects, as there were no prior experiences to be used 
as references. The partnership could be built only by facing the inevitable conflicts, and 
the continuous dispute for power and its redistribution. Finding a way of achieving an 
effective relationship among the components was, in fact, a collective construction, which 
became essential for the existence of a positive interaction. 


Indisputably, this process was decisive for the definition of the meaning and dimensions 
of the partnership. Even in the most unfavorable contexts, the mere existence of these 
opportunities for interaction was sufficient to initiate significant changes in the relationships 
between the partners, even if within highly variable limits. 


These opportunities for discussion and participation also became a fundamental tool to 
enable the actors in each component to appropriate the UNI proposal and ideas for their 


own. It also provided the opportunity for them to reconstruct the proposal based on their 
own experiences. 


* development of strategies to stimulate active and broad participation in the projects 


As with most innovative processes, the UNI was initiated through the effective action of 
a core of highly mobilized people. However, as a consequence of a long-standing concern 
about increasing participation and acquiring legitimacy, specific strategies were developed 
to include and motivate more and more people. As a result, most of the projects have 
achieved wide participation from people coming from different departments, political 
positions, community organizations and health services in the area. 


dis te él ie an 
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This has also been a process of constant construction, involving continual negotiations and 
conflicts between and within each component. Divergent interests were always present, 
sometimes resulting in the formation of organized oppositional groups working against the 
change processes. In the majority of cases, however, this process led to the establishment 
of a widespread consensus on the definition of common agendas that facilitated the work 
in partnership and the implementation of the changes. 


Transforming the Process for Professional Education 


The asssumptions 

In the process of reflection undertaken pursuant to the UNI, it was observed that the 
education of health professionals was based on traditional educational paradigms, which 
significantly compromised the profile of the trained professional. These models valued 
teaching activities within the confines of the university and health institutions of an 
academic nature. According to Bordenave and Pereira (1994), traditional education is 
based on the transmission of the professor’s knowledge and experience, the overvaluing 
of the content of the disciplines and the expectation that the student will absorb and 
reproduce the received information. 


Gadotti (1982) stated that “education is an opportunity mainly for interpretation and 
philosophical questioning, in that education is an arena where man questions, responds to 
others and to himself, to the problem of the meaning of existence and of his existence in 
the world. Education is this opportunity that calls upon man to reflect and that places him 
totally in question” (p. 31). 


The critical reflection provided by the UNI idedrio would lose its validity, even when 
immersed in practice, if the possibilities and promises offered by education, which include 
socialization for life and for work, were not equally assured. To this end, the UNI assured 
the projects, in addition to the stimulus for critical reflection, the possibility to reinvent the 
process of socialization, helping to open collective paths for defining new horizons and 
obtaining the means to place the reflection into concrete practice, as proposed by Sacristan 
and Gomez (1998). 


Because cerebral knowledge is firstly and fundamentally linked to action, our knowledge 
is primarily and fundamentally linked to the active relationship of the subject with the 
exterior world (Morin). In the UNI, this assumption was indicative of a path for innovation 
in the education of health professionals. 


For Bordenave and Pereira (1994), transforming education considers learning to be a 
natural response of the student to the challenges introduced by a concrete problem. It 
should be based on active participation, constant dialogue between professors and 
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students, and the building of anew knowledge that can foster the transformation of reality. 
Therefore, the adoption of critical, reflective, problem-addressing pedagogic concepts and 
teaching methodologies that permit the active participation of the students 1n different and 
new teaching scenarios, is vital for the change processes. These new scenarios could be 
within the university (laboratory, library, rooms for group study, etc.), in other teaching 
and work institutions, and within the community (homes, schools, churches, etc.). 


For a new pedagogic practice, knowledge must be organized in a manner that creates 
possibilities for inter-disciplinary approaches and overcomes the “structure based on 
disciplines”, in which the subjects usually do not communicate with each other. 


Luck (1994) indicated that, “the development of knowledge according to strict disciplines 
began as a result of an objectification of the known thing, so that the subject possessing 
knowledge claimed to see reality disassociated from himself and even from his manner of 
seeing it. This fostered a dysfunction not only between different dimensions and aspects 
of one phenomenon, but also of man in relation to them” (p. 29). 


The schematization of the content should give way to flexibility in the organization of the 
issues to be taught. Curricula based on this concept foster the development of an 
interdisciplinary focus and the expansion of independent study opportunities for the 
students. 


What happened in practice 
The organizational strategy for the construction of a new pedagogical model was different 
for each project, in both the conceptual and methodological aspects. 


In some universities, the UNI proposition reinforced already existing movements for 

curricular change. In some of these cases, the UNI was used as a strategic input for the 

strengthening/enriching/directing of the changes in course. In others, the capacity to use 
the UNI happened to be more limited. 

There are various explanations for this difference: 

¢ the manner in which the project was established in the institution and its relationship 
with the direction teams for the faculties/courses: 

* the capacity to form alliances and constitute democratic Spaces so that people could 
actively participate and adopt the project proposals as their own: 

* the degree to which previous experiences for teaching-services collaboration and 
reflection on teaching-learning have generated cooperative relations between the 
teacher and health services professionals and the Capacity to work in external scenarios; 
and 

* the capacity to create strategies for linkage between the reflection processes and the 
construction of alternatives (methodologies, content organization and learning scenarios). 
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In other projects, although there was questioning about the teaching-learning model, there 
was no actual movement for change in course. In these situations, the UNI was a stimulus 
and furnished technical-financial resources to facilitate the discussion of ideas and the 
quest for the adoption of a new theoretical-methodological reference point. Among this 
group, some projects used the UNI as an opportunity to organize forces and introduce 
changes in a planned manner. In others, due to limitations on the capacity to convene and 
to build a following, and the limited institutional power of the proposal for change, only 
restricted and isolated initiatives could be undertaken. In still others, the projects were 
never able to arrive at an understanding of the profound (conceptual) significance 
contained in the UNI proposal. Or, in other words, the fact that there was not an explicit 
invitation for a radical change led some of the projects to restrict themselves to the more 
limited aspects of the propositions. 


There were cases in which the project was established in institutions that were confronting 
a crisis situation, and the UNI was then converted into a concrete alternative for change. 
In these cases, the UNI idedrio positively influenced the definition of the conceptual 
reference and were useful in the formation of strategies to put the innovative proposals in 
place. 


One aspect common to all the projects was the recognition that the transformations should 
be deeply entrenched within the daily teaching practices. It was hoped that, in this way, the 
reconstituted practice would be capable of reorienting the relations between the educating 
and educated actors. It was also expected that the knowledge generated through the 
renewed practice could be used to intensify transformations and contribute to the 
elaboration of new paradigms. In this way, opportunities were offered for many professors 
to become involved in/propose/construct multiple innovative experiences. 


The transformations, therefore, depended on the capacity to create a “critical mass” (1.e., 
a significant group of mobilized and actively participating teachers) and on the degree of 
“sovernability” (accumulated power) of the subjects involved in the teaching-learning 
relationships. The focus was centered on an investment in “human capital” as the principal 
driving force in the move forward for a new process for the education of health 
professionals. Invention for the sake of invention is not appropriate for the pedagogical 
reform of university-level teaching. It is essential to take advantage of the best parts of 
existing experiences, operating at all levels of the university community to put in practice 
mechanisms for self-evaluation, and to open opportunities for decision-making and 
reflection in which the objective of guaranteeing a significant education is explicitly 
defined. 


Returning to our proposal to analyze the changes in the pedagogical practice through the 
concept of qualitative levels of change, we can say that the first level consists of the 
initiatives directed at strengthening the general changes in each one of the careers 
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(medicine, nursing, dentistry etc). For this purpose, a series of activities (seminars, 
meetings, consultations and courses) took place to foster conceptual discussion and 
reflection on the pedagogical practices. Initially, these activities were directed at the 
teachers who were most committed to the execution of the project. Later, as a concrete 
instrument to broaden the change process’ following, the activities were offered to all the 
faculties, health service professionals and actors in the community. 


Investments were also made for the incorporation of teaching technologies. Among these, 
the most important were the teaching methodologies, audiovisual equipment, libraries, 
multimedia rooms, and simulation, skills and computer laboratories. 


In general, in the UNIs, the incorporation of technology was conceived as a means for 
facilitating the pedagogical changes (and not as an end in itself). It was recognized that 
technology could operate as a stimulus for the innovations, in that it democratized and 
facilitated access to information, favored independent study and provided another dynamic 
for the work of the instructor. Also, the projects for pedagogical innovation involved the 
use of a technology that had not been available up until then. In some cases, access to the 
new technologies attracted groups of teachers that had been resistant to any previous 
innovative proposals. 


On the second level, the transformation processes for the education of health professionals 
were a consequence of strategies defined for the purpose of preparing and articulating the 
teachers for a new pedagogical methodology. The UNI proved to be a fertile area for the 
building of a partnership with the health services and with the community. Hence, the 
process of educating professionals transcended the walls of the university, acquired new 
dimensions and began to take into account the different realities in which the health- 
disease generating process is produced and reproduced. 


Thus, it was possible to diversify the social actors responsible for the pedagogical 
activities, which, as aconsequence, acquired a broader conceptual framework anda greater 
methodological flexibility. For the construction of new teaching-learning processes, the 
university began to consider themes related to the social production of health, the 
organization and the functioning of health services, the mobilization and organization of 
the community and the social control on the health-disease generating process. 


According to this new way of thinking and acting for the education of health professionals, 
the health services and community actors, now involved in the teaching-learning activities, 
began to interact with the faculties, thereby constructing a scenario marked by a plurality 
of interests, potentials and capacities. Within these new spaces for interaction, some new, 
shared responsibilities and other new, specific responsibilities in the teaching-learning 
process were defined, according to the characteristics of each institution and each social 
actor. In the area of pedagogical practices, these new kinds of relationships increased the 
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opportunities for practical action by the instructors and the students in real-life situations. 


The building of the partnership proposed by the UNI had already demanded a mutual 
respect for the differences and the elaboration of a common agenda for all areas of 
interaction between the university, health services and community. The existence of this 
previous work facilitated the teaching-learning change process. In order to define this 
agenda, many projects adopted planning as an indispensable tool. The best results were 
achieved by those projects that adopted strategic planning for the definition of their 
intervention model, fostering collaboration and integration among the three components. 
There were many strategies for the establishment of new scenarios and modalities for 
teaching and learning. These included initiatives such as the “Student Pyramids” in 
Nicaragua, “Green Areas” and the Special Teaching Project “Multi-Professional and 
Interdisciplinary Practices” (Praticas Multiprofissionais e Inerdisciplinares - PEEPIN) in 
Londrina, “Health Expeditions” and interdisciplinary teams in Bahia and Natal, “Entry 
Points” in Cali, teaching-services modules in Colima, the ‘United for Healthy Children” 
Program (Unidos por Nifios Sanos - UNISAs) in Tucuman, the “Minimal Operative Health 
Units” (Unidades Minimas Operativas de Salud - UNIMOS) in Trujillo, and many 
initiatives linking teaching and research activities, among others. 


Most of the projects initiated the innovation process and increased interaction between the 
university, services and community through the diversification of teaching-learning 
scenarios in various moments along the different courses. For this to be possible, the 
professors had to be convinced that it was feasible to achieve quality by teaching in settings 
other than the university (or under the control of the university system). It was also 
necessary to work with the health services professionals and the population so that they 
would be receptive to this presence. 


Differently from other experiences, such as those in Teaching-Services Articulation, the 
intention was that the health services and community settings not be transformed into 
~ extensions of the university hospital and health centers. In other words, there was no 
intention to de-characterize them as scenarios organized for the provision of services, nor 
transform them into privileged locations for educational practices. 


Opportunities for learning were established through the incorporation of students and 
teachers in the process for the provision of health services. Undoubtedly, this interaction 
resulted in changes in the services’ operations, without, however, de-characterizing Its 
nature. 


In many cases, the innovations were established based on the health problems and needs 
that were identified by the three partners. There was a progressive commitment to the 
continuity of the actions undertaken, to answering the resulting demands, and to the results 
and impacts achieved. 
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These changes in academic and health services practices gave rise to new objects of study 
and work, which were more complex and could not be dealt with by isolated disciplines. 
As a consequence, these new objects required, particularly of the university, a critical 
reflection on its practices, involving different academic sectors. As a result, pedagogic 
alternatives were produced that favored the articulation of theory and practice, and of 
teaching and working, and the adoption of an interdisciplinary focus. 


Participation of actors from the services and the community in the definition of the content 
and the orientation of the practical work to be developed by the students was essential in 
order that the new content be evinced and the new practices (to respond to new problems) 
be developed. New practices included a new technology for planning and developing the 
educational content and objectives, which was no longer seen as an exclusively academic 
matter. 


It is a complex task to organize activities, articulating the needs of the teaching-learning 
process, the needs of the health services and the requirements for community health. It is 
complex and conflicting. It has required powerful negotiation and evaluation activities, 
and continuous reformulation, involving the effective participation of all actors. 


Various projects identified the methodologies based on a critical-reflexive pedagogic 

conception, particularly the problematization, as the most appropriate ones for the work 

undertaken in these new settings for practice. Problematization, in particular, is very useful 

for the articulation of the actions of different actors in dealing with the situational 

problems. This is probably because these methodologies: 

¢ allow for a rapid understanding and intervention in the situation; 

¢ favor the interaction between various actors, as they are based on collective participation 
and experiences; 

¢ favor the collective production of knowledge and an appreciation for all areas of 
expertise, because knowledge about reality is not the exclusive domain of any of the 
participants; 

* stimulate creativity in problem-solving; and 

* provide for liberty in the thinking and acting process. 


The other technologies adopted by the projects, particularly in the medical field, are the 
teaching methodologies based on problems (Problem-Based Learning). In the UNIs, there 
is at least one important distinction in relation to the PBL curricula, when compared with 
experiences developed in other parts of the world, which is the existence, from the first year 
on, of atrans-curricular and multi-professional module/unit, undertaken within community 
and health services settings during the whole year. This characteristic is probably a 
consequence of the partneiship experience. 


Chapter 3 8 | 


And, this appears to be an important distinction. Firstly, it is important because it represents 
the acknowledgement that “problems on paper” (the fundamental basis of the other 
teaching modules) do not provide all the experiences necessary for the students in their first 
years of university education. In other words, it acknowledges how important itis for them 
to deal with “real-life problems”, because nothing can substitute the results that these 
experiences provide. These opportunities include real human contact, facing and sharing 
problems, solidarity, and the formation of personal bonds and commitments, the in 
addition to gaining an in-depth knowledge about reality. It is also a recognition that these 
opportunities must be present throughout the entire duration of the course, as they are 
fundamental for the humanistic and ethical education of the future professionals. 


Secondly, these modules provide for a fundamental change in the process of professional 
training and in the university-services-community relationships. The relationships bet- 
ween students from different careers, between students and health service professionals, 
and between students and the community, as well as the practical experiences and 
interventions developed through these modules are essential inputs for new professional 
postures and practices (that represent a more balanced promotion/prevention/cure 
relationship both in conceptual content and in practice; a greater commitment and respect 
for the partners and their problems; and the capacity for communication and listening, and 
to develop more democratic relations, etc.). 


It is also the area in which the direct contribution/participation of the health services 
professionals and the community representatives in the professional training process takes 
place. This occurs through the already mentioned sharing of goals and actions. 


Or, in other words, in order to achieve some of the objectives for transforming the 
education of health professionals (such as a different profile, stronger social commitment 
and the general orientation), the existence of these modules seems to be fundamental even 
when dealing with PBL curricula. Probably, in the future, if the intended progress in fact 
occurs with respect to the multi-professional approach, new relationships between people 
and professionals, and a new theoretical-practical relationship, these modules will no 
longer be necessary because these experiences will have been incorporated into all of the 
others activities. But, as long as these innovations are not a part of the daily practice, these 
opportunities are precious and indispensable. 


The results obtained in the academic sphere cannot be seen as the effects of one single 
strategy. In fact, the changes occurred in the UNI as a result of the synergy of many 
simultaneous actions realized by many actors and for different purposes. The academic 
component became a privileged venue for the proposal of changes, based upon aconsensus 
that was built among the subjects of the three components. The systematization of the 
experiences, which involves a systematic and collective analysis of the recent work, was 
another process that favored the creation of the basic and indispensable conditions for the 
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changes. The products of these systematization workshops formed the raw material for the 
definition of the steps that followed and the new propositions in the innovation process. 


A few projects have been able to extensively reform the curricula, but each project had a 
distinct history, due not only to the different contexts but also to the different backgrounds 
for each career. In relation to the contexts, the broadest changes occurred either in 
situations where significant work had already been undertaken for innovation in the 
academic area, or in places facing a crisis so serious that a radical change emerged as an 
alternative for survival. 


In relation to the careers, the UNI had, at an early stage, the capacity to attract and mobilize 
many other health professions, other than medicine and nursing. Disciplines such as 
Bacteriology and Biochemistry, for example, which had never developed activities outside 
of their traditional arenas, had the opportunity to discover what they could do in the 
community and the services, and the possibilities for their interaction with other professions. 


However, despite the great enthusiasm and the intense participation in many of the 
innovative initiatives, the lack of a past history of innovation in the teaching-learning 
process and of previous experiences for the elaboration of alternatives seemed to hinder 
these other careers from participating in broad-based change processes. Medicine and 
Nursing were the disciplines that most commonly undertook the most radical change 
processes (although there were exceptions - Dentistry in two cases, Physiotherapy in two 
other cases, etc.). 


In Nursing, there has been a Latin American history of extensive relations between the 
university and the health services. Therefore, the resistance to the innovative activities in 
other teaching scenarios has been low. On the contrary, the stronger linkage with the health 
services functioned as a significant impulse and support for a critical reflection on the 
education process, and its objectives and principles. 


There were cases in which the debate about the curriculum itself was considered a 
fundamental tool for the formation of the pedagogical model. The first step, therefore, was 
to characterize the desired professional profiles, considering the contexts and the health 
practice trends in each country. The focus and the definition of the content were oriented 
by a new logic based on an interdisciplinary approach, on the conception of multi- 
professional tasking and on the specificity of the practice of each profession. 


In Medicine, there has been a long history of conceptual discussions about the professional 
profile, and the problems and insufficiencies of the traditional pedagogical model, 
contrasting with a usually very limited capacity to produce effective changes. Despite this 
extensive experience in the past, Medicine was much more resistant to participation in the 
innovative initiatives, such as the diversification of teaching-learning scenarios. 
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As a result, an essential element for the realization of change was the ability to involve 
broad segments of the teaching body in the creation of, and experimentation with, 
alternatives in the concrete pedagogical practices. These alternatives included new 
content, new methodologies, new discipline organization and new scenarios. To say that 
broad segments were incorporated means that professors from the clinical areas and the 
basic areas were incorporated in a mobilization that surpassed, by a long way, the limits 
of the areas that traditionally propose changes (social medicine/collective health). 


In other words, the existence of a strong critical mass, with powers to experiment, propose 
and construct, was essential for the emergence of the possibility for change. The 
continuous analysis/evaluation of these innovations was also a very important tool in 
revealing the need for, and to provide for the construction of, more far-reaching changes. 


The broad curricular reforms are producing movements related to the third level of 
intervention - the relationships between the subjects and the institutional actors. A 
reorganization of the modes of operation in the university, which contemplates the new 
needs of the restructured courses, has been initiated. A new way of considering and 
evaluating the pedagogical practices and research (recognizing new roles and functions for 
the professors and students) is being proposed. Institutional venues are opening, which 
contemplate the participation of non-university subjects and actors in the process for the 
definition and operationalization of the teaching-learning process (from the official 
participation of health service representatives and the community on curricular committees 
and committees for the analysis of research proposals, to official recognition by the 
university of the pedagogical work realized by the health service professionals). Nuclei for 
pedagogical support and new guidelines that favor interdisciplinary research are other 
examples of innovative institutional initiatives. 


It is interesting to observe that, despite the fact that the interaction with the other partners 
was an important anchor for the change (even in helping to establish its institutional and 
~ social legitimacy), once the transformation processes had been set in motion, a tendency 
existed for isolated work within the university. Or, rather, the concrete challenge of 
building alternatives tended to occur within the university and affirmative efforts have 
been necessary to recommence interaction with the other components. 


For various projects, the UNI ideas/propositions are no longer limited to the health area and 
are serving as a starting point for the establishment of broader alternatives for the university 
as a whole. In these cases, the UNI served as a base not only for reforms on the academic 
and pedagogical level, but, even moreso, opened new horizons for relations between the 
universities and society. The universities consider that the establishment of a partnership 
relationship (understood as per the UNI) is a fundamental element for their transformation 
‘nto relevant universities. In other words, that they would then be able to produce and 
democratize knowledge, and educate professionals in accordance with the needs of 
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society, actively identified by other relevant institutions and actors. Thus, other areas and 
careers are participating in the UNIs or, put another way, the UNIs are being used as a basis/ 
model for the formation of collaborative relationships with other sectors of society. 


Transforming Health Care 


The context 
The last two decades in Latin America were marked by processes of reform in the health 


sector, with two distinct emphases - the strengthening of the principles of democratization 
and universality, and the trend toward rationalization and reducing sectoral costs. The first 
emphasis predominated at the end of the 70s and in the 80s. The second tenet acquired 
greater importance after the middle of the 80s. There is no clear separation between the two 
phases, strongly intertwined, each one responding to distinct needs, situations, social 
forces and governmental decisions. 


Some reforms resulted from processes for constitutional change, which occurred at the 
heart of the democratization processes and which altered the legal bases for the Nation 
States and their relations with society. Others are of a more restricted reach. In some 
countries, such as Brazil, the reform process relied on various periods of important 
intervention by a civil society, organized and mobilized around the issue. 


There is a tendency, which is generalizing, for the sectoral reform to be part of a broader 
process of adjustment in the structure and functions of the State. In these cases, there is a 
certain predominance of the economic logic of the reduction of direct participation of the 
State in the provision of services, and an increase in its regulatory role. In other cases, the 
reform accompanies a process of wholesale decentralization of the State. But, there are also 
cases in which the reform is truly sectoral, oriented toward solving problems such as the 
explosion of costs, the inefficiency of services, the inequity in access, the lack of 
satisfaction of the users and the providers, etc. 


The themes of equity, efficiency and quality are central in the majority of the initiatives. 
But the interpretations that each one of them receives in each country are divergent. Equity, 
in many cases, is being translated as the universal access to basic health services and 
focusing public expenses on attention to marginalized population groups or those at higher 
risk. In other countries, however, measures such as these are considered attempts to 
institutionalize the inequity. 


With the growing political democratization in the countries of the region, the reform 
processes have attempted to incorporate greater participation from society in health 
through the adoption of cooperative approaches to problem solving and management of 
health services. There are frequent proposals for the formation of local councils. although 
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their degree of institutionalization and their real power to interfere in decisions varies 
greatly. 


Most of the countries are decentralizing health sector management and are redefining the 
sectoral role of the central, state and municipal governments (Paganini and Capote, 1990; 
Novaes et al, 1995). The Health Ministries are decreasing their responsibilities for the 
direct provision of services and increasing their political, regulatory and evaluation 
functions. Management resources and capacities are being transferred to other spheres of 
government, often the municipalities. 


The process for the strengthening of the Local Health Systems (Sistemas Locais de Saude 

- SILOS) is another important component of the reforms. In the majority of the countries, 

the SILOS represent an important resource for the implantation of Primary Health Care, 

considered to be a program directed at satisfying the needs of marginalized social groups, 

using low technology resources and minimal costs. 

The main problems encountered by the reforms in the health sector in the region are: 

¢ alack of consensus among the actors from each country and the entities for cooperation, 
in relation to the content and nature of the reforms; 

¢ limited political viability, because of the requirement for strong leadership and 
negotiation capabilities (scarce resources in many countries) in order to put the changes 
into effect; 

¢ a lack of continuity of action, particularly in the governmental bodies responsible for 
the implementation of the reforms; 

¢ difficulties in recognizing the technical complexity of the processes, which sometimes 
impeded the securing of the political and societal support necessary for overcoming the 
resistance of those opposed to the changes; and 

* insufficient attention to societal participation in the processes (Inter-American 
Development Bank, 1995). 


Also, there are large numbers of health personnel without the preparation for their position 
that would allow them to move forward with the task of implementing the changes and 
developing new service practices. Despite this, the participation of the health services 
representatives in the debates on professional training continues to be low and few of the 
sectoral reforms have included this theme in their agendas. 


The UNI was conceived and lunched in the first phase of this process, when the 
predominate regional proposal consisted of the organization of the Local Health Systems 
and the embracing of Primary Health Care, guided by principals like universality, equity 
and quality of care. The UNI incorporated these proposals with the objective of intensifying 
the decentralization processes and the establishment of local systems (Loureiro, 1994). 
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During the 90s, when many of these principles began to be questioned in practice and new 
elements, such as basic packages and managed competition, were introduced in the 
sectoral reforms, the UNIs did not re-evaluate their conceptual bases. In other words, there 
was no realization that, given this new conjuncture, perhaps the initial conceptual elements 
were no longer sufficient to assist the projects in moving in the direction of the desired 


changes. 


Each project, therefore, dealt with this new situation as it could, usually not systematically. 
Despite this, the majority of them ended up becoming defenders of the universal right to 
access to quality health. 


The analysis of the conception of health adopted by the Program, which linked health and 
living conditions is also fundamental for the discussion of the UNI work in relation to the 
services. Health is considered to be the result of a process of societal production that is an 
expression of the population’s quality of life. Quality of life is understood as the condition 
in which people exist in their daily life, individual or collective, and is predicated on a 
determined level of access to economic and social goods and services (Mendes, 1996). The 
adoption of this conception facilitated the incorporation of new areas of work in health, 
encouraged intersectoral articulation and initiatives that fortified the active participation 
of the population in the maintenance of their own health. 


The UNI Program also criticized the biologist’ s conception of health, which is centered on 
disease, in the medical practice and curative actions. The Program also adopted the 
approach that the Local Health Systems should concern themselves with the needs of 
society that are recognized as health problems by the population and, as a work objective, 
the resolution of the greatest possible number of these problems. As a result, there was a 
tendency to use epidemiology as the principal tool for orienting health practices (Paim, 
1993). Therefore, the UNI encouraged work focused on promoting health (versus the work 
focused on treating disease), greatly valuing collective action for disease prevention and 
health promotion in the process of educating the professional, and for the activities of the 
health services and the community. This type of intervention often provided the concrete 


basis for the formation of the partnership, particularly at the operational level (W.K.K.F., 
re /). 


It is necessary to analyze at least three spheres of the UNI operations from the point of view 
of the health services - services organization, health practices and control by the users. 


Health services organization 

A movement for the reorganization and strengthening of local systems existed in 
practically all the projects, through the establishment of the various levels of complexity 
in the provision of health care (when one or more of them did not exist) and the adoption 
of a management model that favored decentralization and incorporation of technology at 
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various levels. This was accomplished using various mechanisms, such as the introduction 
of local planning, computerization of the health units, and the creation of information 
systems and process technologies. 


Itis important to point out that the projects were developed in health systems with differing 
degrees of structuring, and distinct degrees of articulation and decentralization. Therefore, 
the strategies that were implemented varied greatly in function of these distinct realities. 


Brazil and Colombia were two countries with more intense movements for decentralization 
and a tendency toward municipalization. In these cases, there was a pressing need for the 
elaboration of a management model and, in fact, it became a priority for the projects. 


An important investment was made in management capacity-building with the objective 
of providing the local level with the tools necessary for them to assume new and wider 
responsibilities. The most important of these was local participatory planning, which made 
it possible for the units to begin to work with the real and local demands and needs, as 
opposed to their work being based only on the definitions made a priori by the centralized 
program coordination. 


Capacity-building for local planning was articulated with investment in the development 
of human resources. This involved a redefining of the meanings and objectives of the work 
in health , and the role of the staff and the population in its definition and organization. 
Health professionals and the population thus became subjects of the process and took on 
an active role in the daily dismantling of the status quo, an essential element for 
institutional change processes, including those far outside of the UNI (Campos, 1994). 


In these countries, an attempt was made to make use of the management role as a tool for 
facilitating the establishment of new links between health professionals and the object of 
their work ( the life and suffering of the individuals and the collectivity). Approaching from 
this perspective, initiatives were incorporated to eliminate barriers to access, to improve 
assistance, to increase the problem-solving capacity of the services and to improve the 
relationships between the different levels of care, as some academic streams, concerned 
with energizing the changes in health, have recommended (Merhy, 1994). However, these 
successful initiatives were often restricted to the projects’ areas of operations, not 
transforming into broader public policy. 


A limited degree of decentralization occurred in the other countries and projects. It was, 
however insufficient to provoke a break from the traditional management models, based 
on a centralized authority and organized through programs directed primarily at women 
and children. 
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A movement arose, in most of the projects, for a “re”- visit and “re’’-understanding of the 
areas covered by the health services units and a reassessment of the local health needs and 
problems. For the Brazilian projects in particular, so-called “territorialization” (Paim, 
1993) was assumed as a technical-political strategy that went beyond the management 
aspect. It became a potential mechanism for the reorientation of the healthcare model, as 


occurred in other areas of the country. 


Territorialization is a proposal arising from the application of strategic planning to the geo- 
political-social and cultural area covered by the health units. It facilitates a deeper and more 
dynamic understanding of the way of life, of the health and illnesses of the local population. 
This process of recognition should include not only the active participation of the 
population in the definition of priorities, but should also foster the incorporation of their 
perspective on health. This means that the technical point of view should not be the only 
determining one. Problems, resources, demands and solutions are dealt with from the point 
of view of the various actors existing in a given area (Teixeira, 1993). 


Based on this analysis, it is possible not only to reorganize the health assistance to meet 
the demand, but also to take into account the differences existing among the various social 
groups in the area. In this way, there could conceivably be an advance toward equity, 
paying special attention to the most vulnerable groups. Similar methodologies were used 
in other countries. 


Territorialization became a powerful tool for understanding the area and allowed for the 
health team to instill responsibility and accountability. It also assisted the population in 
understanding that living conditions and health are linked issues that they themselves can 
address. This re-appropriation is possible because a deeper and more contextual 
understanding of the territory emerges. Territorialization presupposes and facilitates the 
existence/creation of information systems that provide the tools for the local level to truly 
function as a system planner and manager. 


However, in various cases, territorialization was used in a very limited or episodic manner, 
which ended up compromising its transforming potential. One of the reasons for this was 
the limitations of the decentralization process itself. Territorialization is part of the global 
proposal for transformation of the health system, is a tool for local planning and supposes 
autonomy over certain issues. It becomes impoverished when used as a de-contextualized 
methodology or a methodology isolated from the general reform process for the system. 
In other words, despite the fact that there is incisive decentralization toward municipal 
governments in Brazil, the same type of movement toward health districts does not exist 


and this produced severe limitations on the power of local authorities to run and organize 
local health planning. 


: 
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Most of the projects made an important investment in the development of information 
systems and in the computerization of the local health system. In some cases, this process 
was linked with an effort to reorient the services model. In other cases, the main objective 
was to improve efficiency. Generally, the projects benefited greatly from the new systems, 
particularly those in the areas of epidemiological and sanitary surveillance, and health care 
organization. 


Health practices 

With respect to health practices, the UNI fostered an important strengthening of promotion 
and prevention activities. In many cases, this work took an inter-institutional and 
intersectoral approach, and included the active participation of the population, leading to 
a broadening of the concept of primary health care. Therefore, in the projects, primary 
health care was understood as a strategy for the reordering of the health sector, as proposed 
by Mendes (1996). 


In some cases, new themes/areas of work were incorporated, resulting in the introduction 
of new modalities for service. The common agenda for the work of the health services 
professionals, professors, students and the community was mainly comprised by the 
prevention and promotion activities, and by these innovative activities, which led to the 
above-mentioned new issues. This was also the basis for the establishment of new 
practices, and new relationships and roles in health promotion. Important experiences 
occurred in the areas of family health, in-home care, in-school care, and adolescent and 
women’s health - many of them with strong community participation 


The family health focus was generally adopted by the projects, but only some used it as a 
strategy for transforming the health care model. Indeed, in at least two cases the projects 
were able to move the intervention focus of the health professionals to outside of the units, 
and into the homes and communities in general, with a family-oriented approach. 


The projects also sought to improve collaboration between the basic network and the 
secondary level of attention. Some projects even created the secondary level (not yet 
existing) in their area of intervention and ensured that it would be more articulated/ 
integrated from the very beginning (through specialized clinics, community maternity 
wards, etc.). 


In all these cases, it is worthwhile to note that the changes/innovations occurred 
fundamentally within the intervention area of the projects. 


Issues such as the environment, basic sanitation and income generation were dealt with in 
a systematic manner by most of the projects. However, the most significant example of 
innovation is the work with respect to injuries resulting from violence. Various projects 
dealt with this subject. It is a problem that is not traditionally included as a health issue, 
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but that has very significant effects on the quality of life and mortality rates, as verified by 
the epidemiological indicators (Minayo, 1994; Franco, 1990). The mere fact that the 
projects could broach this theme in an organized manner is already an important innovation 
in the concept of working with health. 


There was a case in which the community pointed to violence as the main health problem 
in the district where the UNI was operational. Therefore, the project chose violence as the 
main theme for the collaborative work between the university, health services and 
population in the area. 


To work with those injured through violence and on the underlying violence itself required 
enormous efforts on the part of the three components. The university and health services 
had never before dealt with them as issues for which they had any specific responsibility. 
Not even the population was used to dealing with violence as something that they could 
take responsibility for controlling. They were used to combating violence through other 
means, such as the courts and the police. 


Consequently, every partner had to learn about the issues and find ways in which each one 
could make its specific contribution and formulate an articulated intervention. Some 
examples of the responses offered by the university and the health services are the 
epidemiological research for a precise diagnoses of the problem, development of a specific 
information system, and the creation of a program for prevention and follow-up of cases 
(all preceded by an important process for professional capacity-building).. 


But the most significant action was the intersectoral articulation established to combat 
violence. It included a Permanent Forum, comprised by the most varied of organizations 
and institutions (even police departments from the area) that fostered social action against 
violence and for peace. The population began to actively deal with the issue, negotiating 
with various representatives and seeking to intervene in their own daily life, developing 
their own forms of action. 


Generally, despite the concern and the intention that existed in the projects to articulate 
distinct disciplines in dealing with complex issues, the transfer of the resulting academic 
advances into the fields of practice and of work is still very limited. 


Actually, because the projects agreed to work on priority problems - identified with the 
participation of the population - and have incorporated new relationships and practices 
into the daily work in health, they were able to initiate attempts to overcome the 
fragmentation and could work toward a, still incipient, inter-disciplinary approach. 


It should be noted that few projects worked specifically on the elaboration of new health 
practices within the ambit of clinical assistance. In general, there was only a limited 
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understanding of what the innovation in the care model could be, so their work was 
restricted to the introduction/strengthening of promotion and prevention practices, and 
especially to actions at the primary level of care. 


In only one case was an investment clearly made to change the care model within the 
hospital. Beginning with a proposal for the humanization of pediatric ward dynamics, they 
developed new proposals for organizing the work of the entire health team and also 
fostered the autonomy and active participation of the user. Roles, relationships and 
responsibilities were redefined, broadening the possibilities for the professionals and 
family members to participate as a team in the healthcare process. Professional decisions 
that take into account needs other than the technical ones, and team relationships that are 
based on values such as solidarity, emotional support and democratization of information 
were important elements in these new work processes. These changes provide for a 
significant potential for the constituting of a truly multi-professional approach to the work 
(both inside and outside of the hospital). 


The changes that occurred in the relationships between the health professionals and the 
population were much more a result of the partnership than of a critical reflection on the 
“care” process. In other words, given more balanced relationships between professionals 
and the population as they discuss and negotiate various topics, it is no longer possible to 
reproduce the uncommitted and depersonalized relationships predominant in the traditional 
model of care. But, even so, this commitment, and the humanization involved, was not 
produced by an active and systematic reconstruction/revision of the work process in health. 


These limited features of the UNI intervention in the health services and practices are 
related to conceptual aspects of the Program. Even though, in the original proposal, the 
need for new practices was identified at all levels of the health services organization, it 
practically excluded the possibility of working within the hospital, for example (as if there 
had been an antithetical contradiction between diversifying teaching-learning scenarios, 
broadening participation at the primary level, and, at the same time, investing in changes 
in hospital practices). 


Traditionally, the health services are much more active in disease-related issues than in 
activities related to health. The UNI projects oriented their work according to the health/ 
illness contradiction, resulting ina significant expansion of the practice dealing with health 
issues, but adequate attention was not paid to the transformation of the issue of disease, that 
is the human and professional relations involved in the clinical care. By concentrating the 
efforts for innovation and change almost exclusively on the area of health, the projects did 
not invest the efforts necessary for the reinvention of clinical practices and in the 
reformulation of the humanistic aspects involved in the clinical practice of all the health 
professionals. They also did not systematically deal with the practices undertaken at levels 
other than the primary level of care. 
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One of the basic elements of this humanistic aspect is the formation of subjective 
connections between health professionals and the people who are seeking assistance from 
the health services. Subjective connections include being able to listen; understanding 
expectations, fears and pain; feeling responsible for the solution of the problems (even 
when actions are needed at other levels); being committed and knowing the limits of one’s 
action, etc. These aspects were poorly dealt with by the projects in all areas of the work in 
health. In the field of prevention and promotion, the work was highly centered on education 
for health and on the clinical environment where the complete predominance of the 
technological aspects was not really questioned. 


An object or a problem is considered structured, when the relationship between the causes 
and problems is probabilistic, with a defined degree of uncertainty. Most biological and 
physical problems are structured ones. The unstructured problems are those in which the 
causes relate to the problems in an interactive manner, making it impossible to define all 
of them and to determine the precise probability of their occurrence. Social and psychological 
problems make up most of this category. 


Depending on the nature of a discipline’s objective, it must articulate various kinds of 
technologies in order to produce the answers necessary for problem solving. Health 
problems are complex because they generally encompass many or all of the above- 
mentioned aspects. Biological, physical, psychological and social aspects contribute 
decisively to define the health status of an individual and of acommunity. In addition, there 
is a clear distinction between health and disease only in the extreme situations - generally, 
before becoming definitively ill there is an interval in which there still is health, but also 
already a certain degree of disease. The same can be said about the reverse situation, when 
one is recovering health. That is why we talk about a health-disease process. 


According to Merhy er al (1997), the nature of the work on health cannot be entirely 
understood simply through the perspective of equipment utilization and of the many 
branches of structured technological (biological) knowledge. The object of health is not 
fully structured and most of its strategic technologies for action are complex ones. They 
are comprised not by punctual interventions, but by processes (i.e. articulated actions) for 
intervention on dynamic processes. Health interventions rely on technical knowledge, but 
they also rely on the capacity for establishing effective relationships, based on the meeting 
of subjectivities of the different actors. For this reason, the technologies employed in health 
work are classified, by this author, as light (as in the case of technologies for relationships, 
suchas for the production of connections, strengthening of patient’ s autonomy, development 
of a professional stance receptive to demands, and managementas a manner for articulating 
work processes); light-heavy (as in the case of well-structured knowledge that is employed 
in the process of work in health, such as the medical clinic. psycho-analytical clinic, 
epidemiology, or taylorism); and heavy (as in the case of technological equipment, such 
as machines, norms and organizational structures). 
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The active work in health materializes through the process for the formation of relationships 
between caregivers and the final user. The user, with his particular health needs, provides 
the professionals with the opportunity to disclose their distinct intentions in health care, 
making them responsible for the results of their caregiver actions. All health workers in 
some way are caregivers and develop this technology for the formation of connections in 
order to offer the user, in some measure, the care and attention that he needs. 


Reinventing these relationships by increasing opportunities for accepting responsibility, 
for assistance to the users and for their progressive autonomy, is one of the central elements 
for the elaboration of a new model for health attention and for new clinical practices, and 
for a new way of dealing with illness. 


Not dealing with this topic was a weak point of the UNI, as the reinvention of clinical 
practices, aside from being an essential element for the transformation of the attention 
model, is fundamental in the education of health professionals. Without considering this 
aspect, obstacles to radicalizing the change processes arise, including in the academic 
field. 


This weakness also hampered the active participation of the service professionals in the 
projects. In many of the projects, the professionals who were more dedicated to the clinical 
activities had the least chance for integration and fewer opportunities for capacity- 
building, because the efforts were more concentrated on management, health promotion 
and pedagogical activities. 


Control by the users 

There were significant advances in the projects’ third area of innovation in health services 
- the area of user control. For all the projects, there was an effective increase in the 
organization and participation of the population in health. 


An important investment was made for the creation and strengthening of health councils 
within each health unit, both in the countries where control by the user is assured by law 
and in those where this does not happen. This participation was fundamental to push 
forward with the change processes, particularly in the cases in which the local, participatory 
planning processes implied the strengthening of local power. 


The investment in capacity-building (directed specifically at the health council members), 
in facilitating public access to health information, and in providing the population with the 
tools necessary to actively participate in the identification and solution of health problems, 
was also important. The actors in the community actively intervened in the entire process 
by planning, defining topics and methodologies, evaluating them and participating in their 
implementation. This is a fundamental contribution by the UNI to assist in overcoming the 
paternalistic and assistance-oriented model for community participation that always 


predominated in Latin America. 
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Popular participation was fundamental for strengthening the intersectoral approach to 
health and for creating inter-institutional fora on certain topics, particularly in the case of 
violence. Also, the health services professionals identified the community as fundamental 
allies for the defense of better working conditions and for a guarantee of the change 
processes, particularly at times of political transition (when there were changes in the 
municipal governments, for instance). 


Other aspects 
Another aspect essential for the participation of the services in the UNI projects is a product 
of the interaction with the university. Differently from previous attempts at university- 
services articulation, this time there was an effort to establish advantageous relations for 
all the parties. 


It was indispensable for the university to be involved in the health services in order to 
change the teaching-learning process (with respect to content, aims, subjects, methodologies, 
etc.). And, for the services? For many of the projects, there was a consistent contribution 
from the university in relation to reflection and joint formulation of alternatives for the 
organization and practice of the health services. Alternatives for the definition of the 
attention model, management capacity-building and development of information systems 
were some of the areas in which this collaboration was more evident. 


A new area of operations emerged for the university. It involved the university's 
fundamental role, previously little assumed, in the continuous education of health 
professionals. Again, the essential quality of this initiative was to have derived from a joint 
university-services construction (and in some cases also with the active participation of the 
community) relating to the needs, content and methodologies of the capacity-building 
processes. 


The joint participation by the university, services and community in research projects was 
another important area of interaction. On the one hand, it involved directed research 
undertaken by teachers and students, based on problems and issues identified, by the 
services and the community, as priorities and challenges . This research has facilitated the 
production of knowledge intimately connected to real-life, because it was elaborated based 
on problems indicated by the daily life of the society, as Japiassu proposed (1976). 


On the other hand, the health service professionals in various projects have also incorporated 
research as a useful tool for their daily work, and currently conduct and actively participate 
in research activities. Research, as part of the professional attitude, is the essence of 
teaching, learning, and knowledge production as well as being fundamental for transforming 
situational reality (Demo, 1998). Therefore, this stance is essential for all - professors, 
students, service professionals and the community. 
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The processes for reform of the health systems constantly provoke challenges. As a result, 
the entire range of activities fostering reflection and production of knowledge, undertaken 
pursuant to the projects, certainly led to a greater capacity for producing answers. The 
activities have also been vital for the formulation of systematic processes for technical and 
professional capacity-building, within the sphere of the services, which must be continually 
renewed (due to its connection with a dynamic reality) in all the fields (clinical, 
epidemiological, pedagogical, managerial, etc.). 


In many projects, another relevant contribution by the health service professionals has 
been their incorporation into the teaching-learning processes. Nowadays they actively 
participate in the whole process: planning, defining issues and methodologies to be worked 
upon, and supervising and evaluating students’ work. Because it operates as a strong 
stimulus for updating, this is another area of improvement and capacity-building for the 
health service professionals. In some cases, their contribution has already been officially 
and formally recognized by the universities. 


In the UNI there has been an attempt to insert the projects into the central nuclei of power 
of municipal health systems to facilitate the projects’ capacity to disseminate the innovations 
and lessons that were learned, thereby influencing health policies. Nevertheless, in 
general, this has not been enough to result in changes in the power relationships and to 
overcome the traditional and political determinants of the organizational logic of the 
systems. Therefore, the processes in the area of services took place on the first two levels 
of intervention described in our conceptual reference. 


Strengthening Citizenship 


Because of the characteristics of their implementation (fostering collective planning and 
debate, negotiation, and articulation between different partners), the UNI projects deal 
with the political-social complexity related to democratic participation in a way that 
facilitates their constitution into real areas of opportunity for social participation and the 
formulation of new democratic practices centered on the societal subjects (Cardarelli, 
1996). 


If in all the other aspects of development of the UNI, the political context and the prior 
history played a fundamental role in the definition of the profiles acquired by the projects, 
their influence on popular participation and community development was decisive. 


Although, community participation was provided for since the beginning of the Program, 
in practice it was an area that had to be won over by the projects, with a greater or lesser 
degree of difficulty, depending on the degree of popular organization and the predominant 
political conceptions of the projects’ directions. A significant previous degree of organization 
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in the communities and truly democratic leanings, without a doubt, facilitated the gaining 
of opportunities for participation by the people. 


Despite the great heterogeneity, one could say thatin all the projects there was aremarkable 
democratization with respect to the relations between the university, services and the 
community. Currently, many of the processes related to health (professional training and 
functioning of the units, for example) have incorporated effective participation from the 
public, right from the planning stage through to the evaluation. 


Independent community organization / leadership development 

From the beginning, the UNI provided for community participation. Who would make up 
the community that would be invited to participate? The original definitions in the Program 
opened this possibility to any civil society organization, hypothetically extending the 
invitation to participate to any sector of society. However, for most of the projects, the 
invitations were directed at the poorest parts of the population, who live under precarious 
conditions and for whom the right to health had not been guaranteed. 


Even so, there was a significant heterogeneity in the types of community organizations that 
joined the projects. In some cases (a few), people participated on an individual level, 
“representing” the community. In others, there were situations of informal links with 
community organizations of various types (associations of residents and of women, and 
health councils). In still others, secondary community organizations participated, which 
were organically linked to a large number of base organizations. 


In general, the projects facilitated the strengthening of all these organizations, in that the 
number of people who actively participated in societal and political issues at these levels 
greatly increased. The consolidation was due to an increase in the quality of this 
participation and to a more conscientious intervention, based on commitments to the 
collective interests, the collective identification of priorities and the building of solidarity 
linkages. 


How and why did the projects foster this strengthening? Basically, it was because the 
possibility for establishing power relationships emerged. New manners of relating were 
built as a result of the acceptance of the invitation to participate, the progressive 
understanding of what this participation could mean and reformulating it in the process. 


Obviously, the development of the popular participation also involved a degree of 
heterogeneity. In some places, it is still timid and restricted to health issues. For the 
majority of the projects, however, the issue of building a sense of community was clearly 
broached, and popular organizations grew and gained legitimacy by dealing, in an 
organized manner, with all the kinds of problems faced by the population (transport, 
sanitation, housing, education, etc.). 
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A crucial element for this differentiation was whether or not the community was 
independently organized. Independent organization means that the population is linked 
around its own structures, sustained by its own resources and works with an agenda defined 
in accordance with its own criteria, interests and priorities. 


To be organized in an independent manner makes all the difference in relation to the quality 
of the integration and participation in official structures for community participation in 
health and in other sectors (for example, “local government committees”, official health 
and education councils, etc.). 


This observation is important because, in the process of democratization in many of the 
Latin American Countries, there was a movement for the creation of legal mechanisms for 
community participation at many levels and in many sectors, particularly in health. Insome 
places, the possibilities for participation are so many and so complex that they result in a 
significant risk of fragmentation of the representation and they become a threat to the 
capacity for organized mobilization of the community. 


For the projects, the independent organization of the community was the principal 
mechanism for overcoming this risk, which made it possible for various representatives to 
work cooperatively and in accordance with common directives from the various participating 
structures. Another fundamental element for overcoming this obstacle was the reformulation 
of the concepts of participation and representation, strengthening the mechanisms for 
direct participation through collective discussions and a broadly-defined consensus. This 
was a differentiating element in the project’s development of the community organization 
and also in relation to future perspectives. 


A significant investment was made in the training and capacity-building of people, with 
the objective of facilitating the constitution of the community actors in subjects possessing 
the ability to make proposals. This included groups working with self-esteem and health 
issues, as well as groups working on capacity-building in strategic planning, evaluation, 
elaboration of projects and political training. 


Access to these areas of knowledge played a fundamental role in increasing the capacity 
for an organized and skilled intervention by the community, and was fundamental for 
facilitating the establishment of a common language among the partners. 


In these capacity-building processes, the community knew how to advance its own point 
of view. Its values and concerns were taken into account and even had a decisive influence 
on, for example, the specification of the priority health problems to be dealt with by the 
services, and the work of the students and instructors. 


98 Education of Health Professionals tn Latin America 


The ability to advance proposals increased, and the community won new representatives 
and political venues for intervention. Initially, the submissions made by many of the 
entities were almost exclusively in the form of demands. Others required almost the entire 
period of the project’s involvement just to gain access to certain local authorities. Over 
time, these limitations were overcome. In many cases, the community organizations have 
acquired the capacity to present both problems and proposals for solutions, to participate 
in the entire process and to be able to represent themselves. 


The capacity-building, therefore, was an important strategy for strengthening the 
organization and for facilitating an independent articulation of the various popular and 
community segments and entities that worked in a determined area. 


Another fundamental feature that should be highlighted is that the strengthening of the 
community organizations and the collective participation did not work to the detriment of 
individual participation nor “distort” the differences and the diversity. On the contrary. It 
was through the “empowerment” of each person that leadership and collective participation 
was built. The projects have provided an opportunity to re-link regulation with emancipation, 
giving rise to a new balance between the sense of community and subjectivity, as Santos 
(1994) suggested is important. 


Despite the existence of a consolidated partnership and relationships between the three 
components in all the projects, in many cases the relations between the community and the 
health services were more solid than the others. These segments worked in a common 
territory and confronting common problems, and jointly conquered institutionalized 
scenarios - the health councils. 


The health councils 

Local health councils were organized for all of the projects. In some countries, their 
existence was provided for by law, in others not. In any case, a substantial difference 
existed in the number of councils organized and the quality of participation when a 
comparison is made between areas where UNI projects operated and areas where this did 
not happen. 


The quality of participation of the councils seemed to be a direct function of the degree and 
quality of the organization of the community (representatives in fact represent and have a 
genuine capacity for mobilization, etc.). But, it also depended on whether or not the 
councils possessed genuine power. Where there was decentralization of the health system, 
there was greater enthusiasm for the participation of the councils (because there is effective 
power to influence the resolution of problems). It also depended on the skills of the 
councilors. If they had access to basic health knowledge and information, they could 
effectively participate in the debates and were less vulnerable to manipulation. 
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For some of the projects, the local health councils became a nucleus for inter-relations 
between the three components. In other words, the university joined and actively 
participated in the negotiations and work. For other projects, the population actively 
participated on the municipal councils, and regional and national process for articulation 
in health, in addition to the local work. 


The move from concentrating on the functioning of the health unit, to a broader discussion 
of the health problems of the population in a determined area was a decisive element for 
the vitality of the health councils. Dealing with the real problems allowed fora mobilization 
of other resources and other partners, thereby increasing the councilors’ capacity for 
intervention (beyond the limits imposed by the more or less democratic guidance of the 
municipal management). Working on health problems facilitated the adoption of a broader 
conception of health, requiring an intersectoral focus in the thinking and actions, and the 
incorporation of the goal of improved quality of life as a mobilization strategy. 


In many places, effective participation on the health councils was temporary. Many 
difficulties were encountered in maintaining the mobilization and keeping the representatives 
on the councils over time. One of the reasons for this weakness was the lack of 
governability of the councils (if they do not have the power to resolve problems, what is 
the purpose of continuing to meet and discuss?). Another reason was the strict interpretation 
of work, as being only or principally in relation to the functional problems of the units, not 
surpassing the role of monitor. 


Despite all the problems and limitations, the projects facilitated, in many cases, the 
conversion of the health councils into entities for effective social control. This control is 
understood, according to Carvalho (1997), as processes and mechanisms of influence over 
society and the State. 


Community Organizations and Local Politics 


Some time after implementation, the political character of the UNI projects was widely 
recognized. Their political nature was manifested in the redistribution of power among the 
various actors, the opening of possibilities for the building of a sense of community, the 
fight for universal access to health services, etc. 


Despite clearly incorporating these elements (that are not consensual, nor neutral), the 
projects became venues for joint intervention by diverse political, religious, and cultural 


organizations. 


However, the tensions among the various political tendencies became more clearly evident 
within the community than in any other area of the projects. Particularly during the 
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electoral periods, the community faced serious difficulties in maintaining its cohesion and 
unity of action when faced with the intense disputes, which directly affected their own 


organizations. 


The institutional venues for participation were also more or less permeable to the organized 
community depending on the dominant political orientation of the municipal government 
(and there was, in fact, a high degree of alternation of power over the years). To varying 
degrees, people felt the impact of these alternations, depending on the level and force of 
its Own organization. 


During the periods of alternation in the local political power, the organized community, in 
partnership with the university, became an essential element in guaranteeing the continuity 
of certain actions and policies, particularly with respect to health. 


There was a significant process for the appropriation of knowledge by the community. This 
was knowledge that was previously restricted to the university or the health services, but 
is now used to support self-care in health, and other practical and political actions 
undertaken by community organizations. Also, the opportunity to reflect and decide on 
their own needs and priorities in relation to health, assisted the community in influencing 
the elaboration and execution of local public policies, and in winning new representation 
from the local society, thereby increasing the legitimacy of the social movement. 


The process for community development, undertaken pursuant to the UNI, concentrated 
on the first two levels of change (the first being the specific process interventions, and the 
second being the process for the building of collective opportunities for reflection, 
democratization of knowledge and construction of subjects). However, there are at least 
two projects in which the elements have been developed for an action that surpasses these 
limits. 


Organized communities exist that are already able to intervene, ina systematic manner, to 
define their destinies in many diverse areas. The main characteristic of their development 
has been the capacity to construct subjects that were autonomous, but also committed to 
the collective interests. 


Working from a definitively participatory democracy perspective resulted in the formation 
of collective opportunities for discussion and decision-makin gin the creation of opportunities 
for the subjects to play more important roles in political definitions. capacity building, and 
taking on tasks and making proposals. There was an explicit concern to maintain the 
channels of communication always open and active between the partners and to democratize 
access to information. This led to the development of a new leadership style in the 
community organizations. 


Chapter 3 10] 


The organizations possessed the capability of establishing a cooperative work style among 
the most varied of community organizations and to establish partnership ties with the most 
varied of local actors and institutions. As a result, they gained a greater chance to sustain 
the processes that were initiated, because they greatly increased their alternatives for 
viability and power resources. 


All of these elements are necessary for the changes to occur in the pre-established power 
relationships and to develop scenarios that involve multi-actor intervention. However, in 
the UNI scenario, this is a perspective yet to be developed. 


The Construction of Innovation 


The inter-subjective dynamic that was established in the projects provided for the 
possibility of democratic decision-making in relation to the transformations that must 
occur and also to the creation of opportunities for solidarity. 


The first step was the creation of opportunities for discussion among the partners followed 
by the establishment of objectives, a common language and access to new information. 
This occurred for all the sectors. Professors, students and health service professionals had 
access to new teaching methodologies, new techniques and policies, and new professional 
practices. 


The democratization of access to information and “dialogue among knowledge-holders” 
seem to have become fundamental tools for the redistribution of power within the projects, 
among the partners, and between the partners and other actors in the local context. This was 
the main instrument for “empowerment” in the projects. 


The processes set in motion by the projects confirmed that individuals are not simply 
puppets at the whim of the power-holders, nor are they simply a product of the structure. 
They are a product of socialization, but as this socialization is a contradictory process that 
involves different expectations and projects, it provides the individuals with the capacity 
for regulation and attributable behavior. 


The projects demonstrated this by revealing the heterogeneity of ideas and goals within 


_ each one of the components, and the possibility of collectively forming new values and 
goals even when different actors, coming from distinct contexts within the social structure, 
were involved. For most of the projects, after some time, it was necessary for each partner’ s 
appraisal of the situation to also take into consideration the aims of the other partners. 
Indifference was no longer a possibility. 
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The phenomenon of understanding, creation of meaning and learning results in an 
interactive and interpretive capacity, which is linked to the existence of a language that 
facilitates the communication among the different subjects. This language is built based 
on a common integration within a determined historical time and space, and can become 
the active expression of the creativity of a world occupied by historical subjects - subjects 
capable of taking the responsibility on themselves for constructing the present and the 
future (Demo, 1997). In the UNI projects, this rationale corresponds to the common values 
and objectives established through the partnership. 


Although the process launched by the projects involved much effort for communication 
and consensus-building, it also involved conflicts (among the partners and within each 


component) and political disputes. 


For the “change-oriented” sectors within each institution/organization, the partnership 
provided for the possibility of supporting each other in moments of difficulty and dispute 
with other sectors/social subjects/local politicians. 


The development of the community organizations and the increase in their capacity for 
social intervention, noted in the majority of the projects, suggested that partnerships with 
segments from other societal sectors could multiply the transforming potential of popular 
mobilization. This partnership is a very valuable source of “empowerment”, both from the 
point of view of the democratization of knowledge as well as for the legitimization of the 
community organizations in the view of other important local politicians. The net result 
was that their demands were taken seriously. 


Power exists and is manifested as a relationship among the actions of human beings, both 
on the collective level and at the level of individuals. Power traverses human relationships 
at all levels of organizational complexity. In order to have democracy it is necessary that 
the power does not remain “outside” of the people (in the State or in the structures), but is 
devolved to the individuals and groups within society. In order to have democracy, it is 
necessary that the individuals consciously make decisions, not only an individual level but 
also through collective projects. Democracy requires a genuine opportunity for the 
manifestation of, and respect for, the rights of citizens in order for political problems to be 
resolved and for collective projects to be developed (Eibenschutz, 1995). 


The UNI provided the community, teachers, students and health professionals with these 
two things - genuine opportunities and power to take control of their own destinies 
(relatively, of course, and within certain limits). 


The processes set in motion within the UNI scenarios facilitated an understanding that the 
Program's intended changes are, in fact, complex and occur within a context of significant 
unforseeability. The future development and sustainability of the results achieved depend 
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on the capacity for intervention of the innumerable social and institutional actors that have 
been mobilized. In order to understand the dynamics of these processes and to cast a 
prospective look is fundamental in order to thoroughly understand their limits and 
possibilities. 
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Evaluation as a Strategic Tool and as a Process 


Olga Niremberg!' , Nestor Perrone? and Francisco B. Tancredi° 


When the W.K. Kellogg Foundation launched the UNI Program, those who contributed to 
the building of the idedrio faced many challenges. One of the most important was, 
undoubtedly, the proposal to undertake a timely and appropriate evaluation process. 
Starting a decade ago, the Foundation began to emphasize the importance of project 
evaluation, adopting self-evaluation as the most appropriate strategy for assessing the 
utility of the funding. Evaluation has also facilitated the institutional development of the 
grantees. An additional challenge that was proposed for the UNI Program was to undertake 
a cluster evaluation‘ in parallel with the self-evaluation process within each project. A 
cluster evaluation involves looking at the development of the group of projects in the 
context of a “family” rather than looking at the individual members of the group. 


Cluster evaluation, for which the Foundation was one of the supporters, originated at the 
end of the 80s (Scriven, 1995). The basic principle of a cluster evaluation is that the 
evaluator(s) - who are external - attempt to observe certain aspects common to a group of 
projects in order to glean conclusions with respect to a program. Their review is not focused 
on any one particular member of the group. 


As it is a unique focus and, as yet, a poorly explored methodology. the UNI cluster 
evaluation was of constant concern to the Foundation, and was one of the elements of the 
Program that provided for many new experiences. 


In examining this evaluation process, after seven years of development, we are now ina 
position to be able to elaborate on what did or did not function well. It was a learning 
experience that could be obtained only after the process was developed. It is important to 
keep in mind that, when the UNI and the cluster evaluation first started, trained and 
experienced evaluators had not yet been identified in Latin America — nor in The United 
States, where the methodology was in the experimental phase. Indeed, the evaluation team 
formed for the UNI Program cluster evaluation was leading edge in Latin America. 


' Sociologist. Diploma in Social Planning and Public Health. Executive Director of the Support Center for 
Local Development (Centro de Apoio ao Desenvolvimento - CEADEL), Buenos Aires, Argentina. 

2 Public Health Doctor. Member of the Support Center for Local Development (Centro de Apoio ao 
Desenvolvimento - CEADEL). Former Professor of Administration, School of Public Health, Buenos Aires. 
Former Director of Planning, Ministry of Health and Municipality of Buenos Aires, Argentina. 

3 Doctor in Medicine. Doctorate in Public Health. Director, W.K.Kellogg Foundation Program for Latin 
American and the Caribbean. Coordinator of the UNI Program. 

4 The expression “cluster evaluation” originated in the United States to refer to a specific evaluation 
methodology. The word “cluster” refers to the “group” or “agglomerated” nature of the evaluation (as ina 


cluster of stars, sampling by cluster). 
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the UNI was the contracting of a 


Another important innovative element introduced by 3 
uation of the 


group of specialists to undertake a meta-evaluation, which involved an eval | 
cluster evaluation, at the end of the first phase. This type of initiative 1s rarely seen in most 
programs and, without a doubt, was one of the UNI Program innovations. The meta- 
evaluation aided us in refining our review of the work undertaken until then and in 


assessing the future directions for the evaluation process. 


Commencing with the Evaluation 


In 1992, during the pre-approval stage for the projects, efforts were directed at assisting 
the proposing parties in the formulation of the respective proposals. From that moment on, 
the Foundation had to face the double challenge of assisting in the implementation of the 
initiative while simultaneously establishing the evaluation processes for the group of 
projects and for the local self-evaluations. 


Therefore, the evaluation emerged as an early concern of the Program, right from the 
planning and development stages, both for the entire Program and for the individual UNI 
projects. 


The evaluation of the group of projects, or of the cluster, represented a new method of 
measurement or a new approach and comprised a higher level of observation and study. 
As aresult, new logistics were required for the approach, analysis and presentation of the 
findings. 


The UNI Program presented the Foundation with an additional challenge in Latin America. 
It was the first time that the Foundation had adopted a proactive orientation. An open 
invitation was made to institutions interested in developing an educational process, for 
health professionals, that would be more sensitive to the needs of the communities and 
more effective in training the professionals to meet those needs. However, this proactive 
approach should respect the local decisions, within the limits of certain principles, to avoid 
a restriction on the liberty and creativity of the projects. Also, in furtherance of the concept 
of interactivity with the projects and to actively support their development, the Foundation 
has committed itself to place, at the disposition of the projects, additional resources for 
activities for the collective interest. These activities would contribute to the development 
of organizational capacity and the formation of a strong network of institutions, in order 
to increase the impact of each member of the Program. 


For the purposes of the evaluation, this commitment required an extra effort to unite and 
involve other actors, and to encourage dialogue and exchanges in the attempt to develop 
a participatory process and a collective construct, right from the beginning. 
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The complexity of the initiative and the projects, as well as the incipient conceptual 
development of a recently-launched program, which was collectively formulated, led to 
problems in developing a sufficiently explicit evaluation plan “in these moments in which 
the plan should necessarily be short”. Nobody denies that, without detailed planning, it is 
much more difficult to evaluate or propose evaluation models. Therefore, it was necessary 
to jointly ensure and integrate opportunities for planning, execution and evaluation, 
respecting the necessary correspondence between gradualism that was proposed for the 
global process, and the proposals for cluster evaluation and self-evaluation. 


The group of consultants, invited to assist the program, had a multi-tasked mission in the 
beginning and, logically, a greater input in the planning and programming. Also, they were 
more involved in the execution than with the evaluation of recently-initiated activities or 
with the appraisal of results yet to be realized. Those of the consultants who subsequently 
undertook the first stage of the cluster evaluation continued to work with this holistic 
vision. 


The requirement of the projects and the Program to develop the activities simultaneously, 
without a sequential rigidity and with one activity predominating according to the stage of 
the general process, comprised an additional requirement for the establishment of the 
evaluation. This additional concern had to compete with other priorities and had to gain 
support in institutions or organizations with little or no tradition of evaluation. 


The innovative character of the proposal made it very difficult to find, in the literature, 
works that adequately addressed the conceptual structure of this new initiative of the W.K. 
Kellogg Foundation. Therefore, a document was prepared in order to clarify the nature and 
reach of the projects. The scarcity of information, experience and technical development 
relating to the evaluation, and, in particular, the cluster evaluation, resulted in the need for 
intense research and a heavy dose of creativity in order to fill in the blanks. What are today 
common codes for cluster evaluation in the UNI projects, did not exist at the beginning of 
that decade in Latin America. 


This situation resulted in the lack of availability of human resources, trained and 
experienced in the area of evaluation, to lead an initiative with such unusual characteristics 
and dimensions, at least in territorial terms. The search for centers of excellence and 
personnel training, both for the cluster evaluation and for the development of the self- 
evaluation process, became a priority and rapidly produced valuable results. 


The beginning of the evaluation and a collective commitment to it occurred during the first 
meeting of the project network, held in Londrina (Brazil), in November of 1992. Several 
activities for the strengthening and development of support for the projects were then 
undertaken by the Program coordination. The objective of the event was to coordinate a 
joint plan to support the projects and to move forward in the elaboration of the operational 
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plan. The subject of evaluation was already included in the seminar. At the request of the 
Foundation, representatives, who would assume the responsibility for the evaluation in 
each project, participated in the seminar. Thus, the future project evaluators came together 
for the first time. They would function as the central element for the building of the 
respective local teams for self-evaluation, as well as provide input for the cluster 
evaluation. 


At this point, the first uneasiness emerged with respect to the assistance that would be 
needed for the performance of the cluster evaluation and the respective requests for 
clarification. The UNI Program leaders responded with a series of intermediate activities. 
Among these activities, the following are the most significant for the development of the 
evaluation: 


¢ Workshops and meetings for the group of consultants in order to: 

¢ understand the key aspects and strategies in order to accompany the development 
of the projects, identify their needs and encounter the best means of support. 
Specialists in the area of social and community participation, who dealt with the 
anthropological and sociological issues, were also invited. They introduced new 
dimensions for analysis and qualitative methodologies to deal with the program- 
ming processes and evaluation of social projects. In large part, these aspects were 
later used in the elaboration of the evaluation model for the family of projects. 

¢ design the UNI Cluster Evaluation, which included: a clear delimitation of the self- 
evaluation processes, and the process for cluster evaluation and definition of the 
respective roles; establishment of the dimensions and variables for this new level of 
analysis; and the ordering, placing in hierarchies and establishing their degree of 
interdependence. An in-depth analysis was also undertaken of the UNI Program 
planning processes, and its principles and premises; its purposes and objectives; its 
main action strategies; and its processes, effects and impacts. The analysis was not 
directed at isolated projects or at components to develop. Instead, it considered the 
UNI Program as an undertaking that spans Latin America in the area of health 
professions education, organization of the health services, and community 
protagonism in the care and promotion of health and the democratization of 
decision-making processes. 

* A meeting was held with representatives from the “Community Partnerships for Health 
Professions Education” Program (Chicago-1993), which is a program with goals 
similar to those of the UNI, developed in The United States and also funded by the W.K. 
Kellogg Foundation. The Seminar, called Research and Development for the Education 
of Health Professionals, was organized with the objective of familiarizing the Latin 
American group with the evaluation methodologies developed by the Community 
Partnership projects in The United States, and with the methodologies for cluster 
evaluation used by the group from the Michigan State University. The presentations 
provided a venue fora meeting of the participants’ interests, established clear conceptual 
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distinctions, and opened new dimensions and categories for analysis in the academic 
field, as well as in the links with the community and the services. It was also possible 
to address uncertainties that were new, both in their nature and in their answers, which 
could later be used as a source of inspiration for the consultants in their design of the 
evaluation for the Latin American projects forming the UNI family. 

¢ A workshop on Evaluation was held after completion of the first year of support for the 
implementation of the UNI Program projects, which was when the cluster evaluation 
really began. The unique and principal objective of the workshop was to discuss the 
plans for the project self-evaluation and to present the cluster evaluation plan, in order 
to hear the critiques and suggestions for improvement offered by the project 
representatives. Two documents were also presented — one was about the Evaluation 
Approach adopted by the UNI Program and the other was a Guide for Cluster 
Evaluation for the UNI projects. Both documents, which were of a technical and 
summarized nature, attempted to address the complexity of the Program and its 
evaluation methods. 


Some of the ideas contained in the documents are interesting as they represent a moment 

of reflection in the evolution of the UNI Program: 
“The UNI Program evaluation can be understood as comprising two sections. The 
Foundation is responsible for the first section — the evaluation of the Program and its 
family of projects. The other section is the internal evaluation of each UNI project, 
which should serve as a management tool and as a source of relevant and timely 
information for the internal and external audiences. We hope that the area of overlap 
between them will be extensive”. Many of the methodological and conceptual aspects 
were shared and, in their internal evaluations, various projects adopted dimensions, 
variables and indicators that were similar to those of the cluster evaluation model. 
“The internal evaluation is the responsibility of the team from each project. The 
Foundation is not proposing a model for all to follow. We believe that the internal 
evaluation will be understood by each team as a management tool fundamental for 
decision making and that it will be undertaken in a continual manner and at scheduled 
times”. 
“Yes, we wish to foster an exchange of ideas and methodologies with and between the 
projects for the purposes of mutual enrichment, and to participate in the of the internal 
evaluation meetings, whenever possible and considered opportune by the projects. 
And, we wish to offer the projects, as far as possible, assistance for the development of 
their internal evaluation plans”. 
“The cluster evaluation is of a global nature for all of the projects. It is a broader level 
of analysis and is distinct from an evaluation of any individual project. Therefore, it has 
its own dimensions, sub-dimensions and variables of analysis, and specific particular 
and technical methods of approach.” (Foundation, 1994) 
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The consultants prepared the preliminary evaluation questions and grouped them in 
categories of dimensions and sub-dimensions based on the fundamental premises of the 
UNI Program, known as the idedrio. Once the differences in codes and the divergences in 
approach criteria were resolved, a significant degree of creativity and reflection was 
manifested in the joint development of agreements for the global focus and the structure 
of the cluster evaluation. The project representatives proposed a regrouping, more detailed 
phrasing, and a simplification and a reduction in the number of variables, as well as a more 
extensive development of the community component. These suggestions were useful for 
improving the previously-prepared work documents. 
¢ Regional Evaluation Seminars were held to provide technical assistance to the projects. 
The goal was to improve their self-evaluation plans and to provide for an exchange of 
experiences with respect to the methodologies used and the conceptual aspects relevant 
for the evaluation, introducing aspects of common interest. 
¢ The UNI Cluster Evaluation Methodology should be further developed, as discussed 
in more detail below. 


The Methodological Approach for the UNI Cluster Evaluation 


The main purpose of the cluster evaluation was to appraise the processes and the gains 
made by the UNI projects, as a whole, in order to provide reliable information on their 
evolution and to orient the respective W.K. Kellogg Foundation programming. This is in 
addition to contributing to the strengthening of the projects through the evaluation findings 
and recommendations, and in addition to the positive interactions that occurred during the 
activity itself. 


Cluster evaluation is defined by Sanders et al (1997) as a holistic evaluation of a group of 
projects that are funded as a whole and have common objectives, and that operate as a 
group, but which also possess autonomy for the local processes. 


The Kellogg Foundation (1991), according to Worthen and Schmitz (1997), defined four 

characteristics fundamental for a cluster approach: 

|. it appraises a group of projects, and seeks to identify common threads and themes that, 
confirmed in different contexts, acquire a greater significance; 

2. it should seek to understand not only “what” happened with this group of projects, but 
also “why these things happened”; 

3. it should occur in a collaborative manner, allowing for all the actors - projects, 
Foundation and external evaluators - to contribute and participate in the process in order 
that the results be valuable for all; and 

4. the relationship between the projects and the external evaluators that conduct the cluster 
evaluation is confidential and the information should be transmitted to the Foundation 
in an aggregated manner, thereby ensuring an environment that allows the projects to 
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feel at ease when sharing with the cluster evaluators the reality of the work undertaken 
- whether they be the frustrations and problems, or the victories. This characteristic 
greatly increased the usefulness of the evaluation findings. 


As was already mentioned, from the first, the UNI cluster evaluation process was a 
dynamic and collective product of information and technology, in which the technical 
groups from the projects, the coordination of the UNI Program and the group of consultants 
invited for the task all participated. The shared experiences contributed for a greater 
clarification and understanding of the task, while, at the same time, they were useful for 
the process of understanding and evaluating the projects. 


The evaluation was continual, with annual reporting intervals. Reporting involved the 
preparation of annual reports on the development and the results from the group of projects. 
The processes for data collection and analysis were performed over the course of the year. 


In the first and second year, the evaluation was directed at the structural and procedural 
changes necessary for the implementation, and subsequent consolidation, of the projects. 
In the third year, the evaluation focused more on the products and results obtained in the 
first phase of the three years of funding. 


Although, in real terms, the process was notas linear as the model presents, the steps listed 
facilitate its description. It is appropriate to add that, between each of these periods, 
activities took place to “calibrate” the evaluation team in order to level out the manners of 
approach and the conceptualizations. This was accomplished through frequent meetings 
and exchanges of documents for the purposes of correction and adjustments. 
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Model for the methodological process for the UNI cluster evaluation (1* phase) 


Formulation of the evaluation model 
Definition of dimensions, sub-dimensions and variables 
Formulation of the principal evaluation questions 
Determination of the procedures for information collection 
and of the sources of information 
Refining concepts and the theoretical framework 
Instrument design 


Collection of information | 
Recompilation of existing documents | 
Structured Reports prepared by each project | 
Visits to projects | 
Interviews with actors 


A 


Information systematization | 
Preparation of a report after each visit to projects | 
Analysis of existing documents and of the Structured Reports | 
Preparation of Consolidated Reports by project | 


3 SR = = — 


4 


———e 
: 


Preparation of measurement scale and appraisal of projects 
Definition of the categories and criteria for the different variables, 
sub-dimensions and dimensions 
Assignment of Scores 
Analysis for consistency 


> 


Preparation of the evaluation results 
Drafting of the document / preliminary report 
Discussion and corrections | 

L Drafting of the document / final report 


A 


Presentation to the actors 
Evaluation meetings with the projects 
Systematization and information-sharing 
== =—l | eee ia aes 
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Formulation of the Evaluation Model 


Formulation of the evaluation model was related to the theoretical-conceptual development 

that oriented the evaluation tasks: 

¢ Collective definition of Dimensions, Sub-Dimensions and Variables; 

¢ Formulation of the main evaluation questions; 

¢ Definition of the procedures for the collection of data and the sources of quantitative 
and qualitative information; 

* Preparation of adocument with the conceptual specifications and theoretical framework; 
and 

¢ Instrument design. 


Definition of the dimensions, sub-dimensions and variables 

The word “dimension” refers to the broad features, directions or sections that the cluster 
evaluation should consider. The dimensions that seemed to be most important and relevant 
for the evaluation of the group of projects were: 

Partnership; 

Capacity for leadership in academia, health services and the community; 
Institutionalization of innovations and the resulting processes; 

Networking, Communication and Information-Sharing; 

Internal evaluation; 

Academic development; 

Development of the health services; 

Community development related to health issues; and 

. Adequacy of the project strategies to the UNI ideario. 

Various sub-dimensions are delineated within each dimension, and various variables 
within each sub-dimension. In Table I, based on an example from the “academic 
development” dimension, we show how the relationships between dimensions, sub- 
dimensions and variables were structured. Annex | is a table with a complete list of the 
dimensions, sub-dimensions and variables, important questions, information collection 
methodology and sources of information that were used. 


ee ee a ee 


Main evaluation questions 

The questions formed the basic element for the evaluation process. They were the principal 
instrument for orienting the evaluators during their site visits. The responses to each of 
them - through primary or secondary, and qualitative or quantitative information - allowed 
the evaluators to make a judgement with respect to the degree of development of the group 


of projects. 


Initially, a group of consultants prepared an extensive list of questions (250) of possible 
interest for the evaluation. This initial list was submitted to a series of refinements, 
resulting in a reduction in the number of questions. Subsequently, but before their first use 


116 Education of Health Professionals in Latin America 


Table I. Summary of dimensions, sub-dimensions and variables 


A. Innovations in the 
thematic content 


Academic 


B. Innovations in the 
teaching-learning 
methodologies 


C. Faculty training 


D.Innovations in the 
evaluation of the 
teaching-learning 
processes 


SUB-DIMENSIONS 


VARIABLES 


¢ Changes in the focus of development 


the thematic content: societal 
orientation, epidemiological and 
family focus,basic/clinicalarticulation 
Existence of group responsible for 
the revision of curricular content 
Incorporation of content specifically 
directed at practice in the community 
and in the health services 

¢ Common content for students from 
different programs and disciplines 
Multi-professional and 
interdisciplinary teaching-learning 


Existence of regular times and 

opportunities for interdisciplinary 

activities 

¢ Incorporation of the services 
professionals and community actors 
in the teaching-learning process 

¢ Diversification of the teaching 
learning scenarios over the period of 
the course 

¢ Incorporation of active teaching- 

learning methodologies 


eee 


eeeee 
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in the field, the set of questions, organized according to the dimensions, was submitted to 
a critique by the project representatives. A list of the main questions relating to each 
dimension and sub-dimension is presented in Annex |. 


Methods for data collection and sources of information 

Both quantitative and qualitative approaches were used for the cluster evaluation, due to 
the perceived benefits of applying them jointly and in order that they complement each 
other. The method of triangulation was used through convergent operations, in the sense 
of synthesis and methodological summation, in order to increase the degree of reliability 
for the information obtained, improve the understanding of the phenomena studied, reduce 
the biases of each technique and increase the validity of the evaluation findings. Basically, 
the triangulation seeks to combine different points of view - diverse information sources, 
such as from different actors - as well as different techniques, in order to describe or explain 
a phenomenon. 


A metaphor that assists in understanding the predominately qualitative process of the 
cluster evaluation, as well as the rigor used to avoid biases, is that of a lawyer who defends 
a case in court. The lawyer proceeds by means of gathering evidence obtained from 
different sources. The more that the details from the different sources coincide and the 
more evidence that is gathered, the closer the lawyer comes to the truth. 


In the case of discordance between the different sources or evidence, collected from 
different foci or points of view, discussions and a search for consensus are initiated among 
the members of the cluster evaluation team, in a manner similar to a court of justice or an 
expert analysis. 


The principal techniques used during the process for information collection in order to 

respond to the evaluation questions were: 

* Analysis of documents - The highly diverse documentation existing on the projects, 
including the annual evaluation and self-evaluation reports sent to the Foundation, in 
addition to the various materials produced within each project, was organized and 
analyzed. 

* Structured Reports - A report requested from each project team and internal evaluation 
leaders, for the purposes of providing the cluster evaluation process with data considered 
to be basic. 

¢ Interviews/Meetings held with key information holders and actors from the projects, 


during visits to each one of them. 
* In-situ observation during the visits, so that the members of the evaluation team could 


obtain a better feel for the project implementation process. 


The cluster evaluation team developed the tools necessary for the collection of information 
and for data analysis, such as itineraries for the visits, diagrams and tables for the Structured 
Reports, questionnaires, means of measurement and tables, among others. 
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Establishing a theoretical framework and refining concepts | 
The evaluation model that was adopted comprised a system of interdependent features that 


were dismembered for the purposes of the analysis, in order to facilitate the approach and 
the understanding of a highly complex reality, as is characteristic of the UNI initiative. 
The dimensions of the Evaluation Model, which, in turn, are divided into sub-dimensions 
and variables, represented the shared hypotheses for how to achieve the desired changes, 
based on the UNI Program concepts. Therefore, the cluster evaluation process also sought 
evidence that confirmed or suggested the need for adjustments to the understanding and 
reasoning underlying the UNI initiative. 

In principle, the Evaluation Model was based on a sequence of linked hypotheses that 
predicted that a partnership process could lead to changes within the partners to the 
initiative. Following, we present a summary of this sequence of hypotheses. 

The UNI projects intended to foster important changes in the institutions, such as: 

¢ University - better teaching and learning in the health professions; 

¢ Health services - better attention, care and service; and 

¢ Community - improved participation and cooperation with respect to health issues. 


The belief was that the changes in the university would come about through the 
introduction and institutionalization of innovations. These innovations would be in the 
curricular content (what is taught); in the methods for teaching and learning (how to teach 
and to learn); through the incorporation of new teaching and learning environments, 
particularly the primary care level of services and the community (where the teaching and 
learning occurs); in the adoption of multi-professional and interdisciplinary manners of 
teaching-learning; as well as through capacity-building for instructors, and participation 
by service professionals and members of the community in the teaching activities (who 
teaches). 


It was hoped that the changes in the services would occur through the formation of multi- 
professional teams, the adoption of an epidemiological approach for the organization of the 
services, aconsideration of the social determinants of health problems, and the incorporation 
of risk and family approaches. It was also hoped that service professionals would assume 
an active role in student training, particularly at the primary care level, and that coordination 
would be improved among the various levels of care within a network of local services and 
with institutions from other sectors. In addition, it was hoped that the community 
organizations would participate in the management of facilities and of the local health 
system. 


The changes within the community would result from the strengthening of the capacity and 
abilities of the people and organizations. The capacity-building would improve the 
citizens’ ability to demand their rights and to assume responsibilities, particularly (but not 
exclusively) with respect to health. This would be manifested by improved forms of self- 
care and environmental care, as well as better forms of participation in the management of 
the health services. 
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The most important challenge proposed by the UNI was that the partnership between the 
institutions be a central strategy that would facilitate the introduction of innovations and 
their future institutionalization. 


Another important premise for this theoretical approach was the strategic importance of 
leadership characteristics, to stimulate, guide and institutionalize the changes. As a result, 
the development, strengthening and consolidation of the leadership was considered to be 
fundamental during the first phase of the UNIs. 


Networking, and communication and information-sharing were considered to be relevant 
instruments for mutual enrichment and to enhance the chances for the replication of the 
UNI experiences in other contexts. They also contributed to the transparency and 
democratization of the processes. 


The intention of the UNIs was to institutionalize and incorporate the introduced innovations 
and changes into the structures and processes of the participating organizations. This 
would result in a consolidation of new modes of operation or new paradigms in health and 
in the education of health professionals. The supposition was that the institutionalization 
would be achieved by winning strong support, that the introduced innovations would be 
formalized, that they would be financially sustainable and that they could be maintained 
by the structures of the institutions. 


It was also believed that the administrative processes for planning/programming and 
evaluation would be fundamental in order to effectively and rationally implement the 
proposed changes. For this reason, the evaluation process took into account the processes 
for evaluation and elaboration of strategies. 


The evaluation attempted to analyze if the implementation of the projects was oriented 
toward the desired changes, using, as the criteria, the shared ideas on what should be done 
to achieve those changes. For this purpose, the evaluation had a very relevant contribution 
to the elaboration of the “UNI theory” and gave rise to practical evidence that provided 
information to explain certain processes. 


Therefore, part of the cluster evaluation efforts was directed at developing conceptual 
refinements relating to the dimensions, sub-dimensions and variables in the model. 


The first conceptual refinements were elaborated by consensus by the team of consultants 
right at the beginning of the evaluation. This first conceptual approximation was enriched 
by the experience acquired during the interactions of the evaluation team with the projects. 
At approximately the halfway point in the development of the UNIs, the document was 
redrafted for the purpose of imposing more rigor on the evaluation criteria. Thus, it was 
shown that the evaluation is also useful for enriching the knowledge that arises from 


practice. 
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Instrument Design 


Certain instruments were designed for the collection of information, such as: 

« Agendas for the visits to the projects; 

¢ A model for the Structured Report, to be prepared by the projects; 

* Questionnaire for interviews with the actors; 

¢ Agendas for the preparation of the consolidated reports; and 

¢ A guide for assigning scores according to a given scale. 

As can be seen, some of the instruments are designed solely for information collection, 
while others served as a guide to homogenize the criteria for the preparation of information 
for the projects. Still others were destined for the homogenization of the work of the cluster 


evaluators. 


Information Collection 


This step, which marks the beginning of the application of the evaluation model in each 
one of the segments, included: 

¢ The compilation of existing documents; 

¢ Receipt of the Structured Reports from the projects; and 

¢ Visits to the projects. 

As has been seen, both primary and secondary data sources were used. 


Compilation of the Existing Documents 


With respect to the secondary sources, the UNI projects produced abundant and valuable 
information, contained in the different reports periodically presented to the W.K. Kellogg 
Foundation, and in other documents of various types, purposes and destinations. A large 
part of this information was sent to the members of the cluster evaluation team, through 
the Program coordinator or by the projects themselves. Various local actors provided 
another portion of the material to the evaluators during the visits to the projects. 


Receipt of the Structured Reports Prepared by the Projects 


During the first meeting held at each visit, the consultants received the qualitative and 
numerical information contained in the structured report, as well as documents selected by 
the projects. 


As was explained, the struetured reports should have been prepared prior to the visit, in 
accordance with an “agreed structure’, from which arose the name of the document. This 
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material was important for orienting the consultants’ review, forthe subsequent consolidation 
of the information and for a holistic appreciation of the group of projects, based on the 
dimensions and sub-dimensions of the evaluation model. During the visit, the data could 
be revised or augmented. 


The content of the structured reports contemplated two aspects: 1) well-founded and 
detailed qualitative appraisals; and 2) quantitative information collected according to pre- 
established formats. For the purpose of illustrating the nature of the structured report and 
to provide an example, the information requested for the “Partnership” and “Reach” 
dimensions are set out in Annex 2, with a qualitative emphasis for the former and 
quantitative for the latter. 


It is information that should be prepared prior to the visits to complement the information 
collected in-situ. This was information that the group of consultants considered as relevant 
for the cluster evaluation and for the management, planning and internal evaluation of the 
projects. Many projects had the same interpretation and incorporated these data and 
formats as a management tool for their internal processes. 


Preparation of these reports was nota simple task for the projects. It required that they carry 
out a detailed overview of each one of the evaluation dimensions. Undoubtedly, this 
preparation process had a strong influence on the definition of the internal evaluation 
models for the projects. But, it also assisted in dealing with the highly complex evaluation 
approach and contributed to the strengthening of the internal evaluation teams. 
However, various projects experienced difficulties in responding to these requirements 
and delayed the delivery of the structured report until after the visit, thereby decreasing 
their utility and reducing the possibility for interaction. In some cases, even the quality and 
reliability of the reports were compromised. 


Visits to the Projects 


In the first phase, teams of two or more consultants visited the projects at least once per 
year. The objective of the visits, which lasted two or three days, was to observe, on site, 
the progress in the implementation of the innovations, as well as to interact with the local 
actors and directly obtain their impressions of the process. The agendas for the visits were 
of a general and flexible nature. They fulfilled the role of a guide to assist the internal 
evaluation teams in adequately organizing, prior to the visit, the agendas and meetings. 


The visit agendas, prepared by the internal evaluation team, were organized in such a way 
as to permit interaction between the cluster evaluators and the different actors in the 


projects. 
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Various modalities were used for the work undertaken during the visit. The most frequently 
used approaches were interviews and meetings with actors and key information holders, 
on-site observations, group dynamics and seminars. The model served as the principal 
guide for the evaluators during the visits, particularly for the evaluation questions, which 
were organized in advance for the programmed meetings or interviews. 


At the end of the visits it was routine to have a closing meeting with the internal evaluator 
and his team, in order to exchange impressions on the activities undertaken and to sign 
future mutual commitments. Frequently, the evaluators provided a preliminary overview 
of their initial impressions on the visit. 


The visits constituted an important opportunity for the protagonism of the projects actors, 
given that, during the visits, they could express their points of view on each of the themes 
of the evaluation. The cluster evaluation team was constantly concerned with the field 
notes relating to the interactions and observed facts, as it was based on these notes that they 
prepared the visit reports, a fundamental element for the consolidated reports. 


Although the objective of the visits was to provide opportunities for dialogue between the 
evaluators and the various project actors, in some cases problems arose which diminished 
the efficacy of the visits. For example, the short duration of the visits might have restricted 
the possibilities for dialogue and more direct observation of the operations, thereby 
prejudicing a complete understanding of certain processes. 


Opinion Survey of the Actors Involved in the Projects 


At the end of the projects’ second year, the cluster evaluation group decided to undertake 
an opinion survey in order to measure the degree of penetration and acceptance of the UNI 
projects in each of the contexts. As was already clarified, the cluster evaluation methodology 
included the possibility of using various techniques for the collection of the necessary 
information. It also allowed for the possibility of distinct sources, an opinion survey being 
among them. Professors and students, health services professionals who participated in the 
project and members of community groups or organizations were identified as the relevant 
actors - the “sources”. 


The purpose of the survey was to produce direct, objective and quantifiable information, 
by questioning the selected groups of actors about their impressions of the changes 
proposed by the UNI, as well as their understanding and opinions about the projects. The 
outcome of the survey served as the basis for a document and for specific discussion with 
the projects. 
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Systematization of the Information 


This step included the organization and summary of all the information collected about 
each of the projects, including: 

¢ Preparation of reports for each visit to the projects; 

¢ Analysis of documents and structured reports; and 

¢ Preparation of consolidated reports for each project. 


The structured reports, field notes and other documents provided the basic material for the 
preparation of the consolidated summaries, resulting in the principal product of the 
systematization process. Thus, the consolidated summaries were a synthesis of all the 
significant information related to a project. They were based on the structure of the 
evaluation model and addressed each of the proposed dimensions and sub-dimensions. 
They were distributed to all the members of the evaluation team for review, individual 
analysis and proposals for modification. 


The final analysis was undertaken afterward, in team meetings, through a process of 
discussion and consensus-building. Contributions or modifications could be made to the 
appraisals, in order to define the final content of the consolidated report. It should be noted 
that, by the end of the first stage of the UNI, practically all of the consultants had visited 
and appreciated all the projects. 


The Consolidated Reports constituted the summarized input for the drafting of the global 
cluster report for each period. Although it was an intermediate product, given its richness, 
the director of the UNI Program decided to provide the reports to the projects, as a 
personalized presentation of the findings, comments and appraisals. 


Up to this point, the process possessed characteristics similar to an external evaluation, 
even though the purposes and orientation indicated a different vertex — an analysis of the 
cluster. But, for a cluster evaluation, additional steps were necessary. 


Formulation of Measurement Scales and Appraisal of the Advances 


The process for appraisal of the advances involved a series of activities, among which the 


following stand out: 
* Definition of the categories or criteria for the different variables, sub-dimensions and 


dimensions; 
* Appraisal of the degree of advancement through the assignment of scores; and 


¢ Analysis of consistency. 
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The cluster evaluation for the UNI projects was a predominately qualitative process. The 
formulation of the measurement scales and the appraisal of the projects was one of the more 
creative steps of the methodological process in the UNI cluster evaluation in that it required 
conceiving of and defining the possible developmental stages for each one of the variables. 
This allowed the evaluators to define the development of the different aspects observed in 
the different projects. To place a variable in a position did not mean to quantify it, but to 
categorize its degree of development on a qualitative scale of four points or categories, 
derived for just such a purpose. The assignment of points to a dimension was based on the 
assignment of weights to the variables or sub-dimensions, depending on each case. The 
risk is that, upon seeing a sequence of scores such as this, someone will feel tempted to sum 
or compare numeric values, which, in reality, are neither additive nor comparable, in the 
way of quantitative variables. It is merely a scale for categorizing qualities. 


Pursuant to this criteria and given the scale of four points, in general the “1” indicated the 
absence of an attribute and the “4” indicated the best hoped for performance. 


The technique employed for the assignment of scores was also group consensus. In 
meetings of three to five days’ duration, with agendas previously defined and with 
preliminary documents available for the purposes of discussion, the group of evaluators 
undertook a complete review of the evaluation questions for each dimension or sub- 
dimension, in order to evaluate the degree of progress for each project. 


The result of this step in the methodology was a matrix in which the assigned points for 
all the projects were listed according to the variables, sub-dimensions and dimensions 
contained in the evaluation model. The task finished with the analysis of the “vertical 
consistency” of that matrix, for each project, with respect to the different aspects of the 
evaluation model, and a “horizontal consistency” between the projects themselves, for 
each variable, sub-dimension and dimension considered. 


Some examples of the scales designed for four of the dimensions or sub-dimensions are 
shown in Annex 3. 


Cluster Evaluation Results for the Projects 


Compilation of the UNI cluster evaluation results was achieved through the following 
Steps, in each of the three years in which the evaluation was performed: 

* Drafting of a preliminary report; 

¢ Discussion and modifications; and 

* Drafting of the final report. 
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A preliminary evaluation report, prepared on the basis of the consolidated summaries and 
the table of assigned points for the projects, was debated and the necessary modifications 
were made via a meeting of the team. The final report was presented to the Foundation. 


The nature of the evaluation results evolved over the three years of the cluster evaluation 
process, being more procedural and descriptive in the first year, more normative in the 
second and, finally, more critical in the third. This transformation was expected, considering 
the progress of the projects. The critical content in the third year was a result of a critical 
review by the group of evaluators on the need to adapt the evaluation model and the 
processes used in the methodology for the collection and analysis of information. 


The results of the final reports always maintained a global nature, for the entire group, 
without identifying particular actors or responsible parties, nor recognizable locations, 
unless it was an absolutely relevant situation. 


Presentation to the Actors 


The conclusion of the methodological process for the annual cluster evaluation was 
marked by the presentation of the results to the actors. Some of the relevant procedures for 
this step were: 

¢ Distribution of the reports to the projects and different target audiences; 

¢ Evaluation meetings with the projects; and 

¢ Systematization and information sharing with other entities. 


The UNI Program Director sent the cluster evaluation reports to the project directors, who, 
in general, placed them at the disposition of their teams for their own analysis and 
discussion. 


At the end of the projects’ first year, a meeting was held to present the results. The directors 
and internal evaluators, as well as the cluster evaluation team were invited to debate the 
results of the evaluation. These meetings were not held in the following years, which 
decreased the possibilities for debate and exchanges among the evaluators and the projects 
on the evaluation product and the developed processes. The consolidated reports and the 
annual reports remained without a collective mechanism for feedback. 


The UNI Program hosted various events as part of the process for the systematization and 
information sharing with respect to the cluster evaluation methodological processes. 
Consultants from other technical areas were invited to these events for the purpose of 
familiarizing them with the methodologies used in the cluster evaluation, and to hear their 
impressions and receive their contributions. After some time, the technical work on the 
methods and results, which demonstrated the development of the UNI Program with 
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respect to the evaluation, were presented in different international fora. The whole process 
of evaluation led several of the participating actors in the projects to specialize in this area 
of knowledge, taking with them the experience gained through the UNI Program. 


A Critical Look at the Evaluation Process 


The first phase of the UNI projects was completed in 1997 and, for most of the projects, 
this marked the beginning of the second phase funded by the Foundation. The completion 
of the first phase gave rise to an important moment of reflection by the Foundation on the 
UNI Program and the cluster evaluation. This resulted in the development of major 
guidelines for the continuation of the succeeding phase. 


The redefinition process was triggered by the perception, on the part of various actors, of 
the need for modifications to the process, as well as by the call for a meta-evaluation made 
by an external group (Sanders et al, 1997). The conclusions from this meta-evaluation 
constituted additional input for the decisions that were finally adopted. The recommendations 
by a group of project evaluators, made during one specific meeting in April 1998, also 
constituted aspects for reflection. 


On the relationships between the evaluation team and the projects 

A relationship between the evaluators and the project technical teams is, in general, not 
easy to build. The relationship dynamic must always take into consideration the possibility 
of tensions, resulting from the evaluator’s power to form judgments and make 
recommendations, which could potentially result in consequences for a project, particularly 
with respect to continued funding. This perception continues to exist even though, in 
reality, within the Foundation the evaluators have only a very limited power in this type 
of debate. To address this, precautions were taken in the design of the cluster evaluation 
methodology and objectives to avoid these tensions. However, avoiding tension was not 
always possible. 


Initially, the UNI Program was characterized — starting with the phase for proposal 
preparation — by an intense interaction between the project teams and a group of 
consultants who possessed varied experience in the field of the education of health 
professionals, health systems and community development. This interaction was an 
important element for the initial formulation of the idedrio and the establishment of the 
cooperative relations between the Program coordinators and the projects. 


However, during the implementation of the Program - and as the importance of the cluster 
evaluation increased - the team of support consultants was reduced until only the cluster 
evaluators remained. Although various opportunities for interaction between the projects 
and the Foundation existed (network meetings, conferences, visits by the Program 
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Director, etc.), the annual visits by the team of evaluation consultants became the main 
face-to-face link between the Program coordinators and the projects. Thus, the evaluation 
team devolved the role of the channel for communication back onto the Foundation, which, 
without a doubt, affected the evaluation process itself. 


The meta-evaluation showed that tensions developed because of this dual role and that the 
teams from some of the projects felt that some of the cluster evaluators did not fulfill the 
desired role of representative. 


On the evaluation approach 

Other important lessons that we learned along the way and that were also highlighted by 
the meta-evaluation related to the evaluation approach. Two aspects are important. The 
first aspect is related to the tension between flexibility and perseverance of the variables 
to be observed during the entire process for the building of an innovative idedrio, such as 
for the UNI. The second aspect has to do with the gestalt of the cluster evaluation and is 
manifested in the tension between observing individual projects versus a global vision of 
the set of projects. 


With respect to the flexibility of the variables observed during the process, one must take 
into account that the dimensions established for the cluster evaluation took on an important 
role in the grouping of some of the central concepts of the UNI idedrio. They made it 
possible to synthesize the principal issues and the general direction of the UNI work. At 
the beginning, this had a positive influence, particularly for the complexity of the proposal 
and the existing conceptual lacunae, thereby assisting the projects to forge their perspective 
for the future. 

The tension between flexibility and constancy in the aspects to be evaluated - which, in 
some ways, reflects the tension between the evaluation of processes and results — was, from 
the beginning, a motive for reflection within the evaluation team. Currently, it is 
recognized that the implementation of the idedrio by the projects required the inclusion, 
in the evaluation process, of other aspects that resulted from the innovation and individual 
developments. This would have been fundamental to allow the evaluation to accompany 
the changes in the configuration of the idedrio, aiding in a better understanding of the 
evolution of the processes. 


The various paths encountered by the projects for implementing the UNI opened up other 
possibilities, issues and challenges that were not incorporated in the evaluation overview. 
But, it must also be acknowledged that the constancy of the evaluated aspects maintained 
the proactive direction of the UNI initiative and the commitments assumed by the projects 
adhered to it, contributing to the identity and cohesion of the group. 


Another fundamental aspect is related to the capacity of the evaluation process to maintain 
a holistic vision of the Program and to concentrate on the analysis of the whole. The cluster 
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evaluation is positioned at a global level, above its object of analysis, which is the 
development of the set of projects rather than the observation of its individual steps. A 
tension always arises in this type of evaluation because the evaluators formulate judgements 
based on both the collective movements and on the observation of individual movements. 
There exist risks at the extremes of the gradient. An excessively global overview cannot 
aid in the understanding of the “hows” and the “whys”. On the other hand, to concentrate 
too much on the individual observations carries the risk of converting the evaluation into 
the sum of external evaluations of a group of projects. In its first phase and in its concern 
to understand the “hows” and “whys”, the cluster evaluation built upon an analysis of each 
project in order to formulate global conclusions. 


In Search of New Evaluation Methods 


Some characteristics of the UNI initiative became challenges for the global evaluation 
process. One of them is the heterogeneity that characterizes the projects and the contexts. 
There exist 11 Countries where the health systems are undergoing distinct transformation 
processes, and 23 projects with different strategies and interventions, which all provoke 
different changes at different times. 


In searching for answers to the important issues of the “hows” and the “whys”, we decided 
to complement the evaluation conclusions from the first phase with a process for 
discussion among the evaluators, project actors and external observers (people who were, 
until then, considered to be from outside of the Program). Thus, in 1997, four “systematization 
seminars” were organized, dealing with the three central components of the projects and 
the issues relative to the partnership strategy. 


The results of these seminars were highly effective and successful in that, firstly, they 
encouraged the projects to systematize their experience and, more importantly, placed the 
project actors at the center of the process for evaluation and for the formulation of the UNI 
ideario. 


A new relationship, between the internal evaluators and the cluster evaluation evaluators, 
has been proposed for the design of the cluster evaluation in the second phase of the 
Program (Foundation, 1998). Given the diverse contexts within which the internal 
evaluation processes are formulated, it will be necessary to combine liberty for each project 
to evaluate itself and at the same time guarantee the existence of common elements that 
make a global vision of the Program possible. 


The basic objectives of the evaluation are, firstly, to verify if it was possible to put into 
operation the proposals contained in the UNI idedrio and, secondly, to discern what results 
or impacts can be identified: The priorities for the second phase of the evaluation changed, 
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adding an emphasis on the aspects of sustainability (institutionalization, and institutional 
and human development), dissemination and the capacity to contribute to change processes 
in environments other than those of the projects and their impact. 


The new proposal should be characterized by its utility (attending to the needs of the 
foreseeable users); feasibility (the real possibility that it can be realized with the available 
resources and time); reliability and precision of the information generated with respect to 
the merits and value of the studied program; and ethics in the use of the information. It 1s 
proposed that the new proposal be developed through a cooperative undertaking among the 
different actors - the Foundation, evaluation consultants and projects — including their 
participation in the design, execution and dissemination of the evaluation. 


To this end, besides fulfilling a summative function, the cluster evaluation process should 
increase its contribution to the formative aspects in this second phase, through the 
following mechanisms: 

¢ Reorienting the managerial aspects of the initiative, based on the results, as occurs now 
with the creation of the monitoring team; and 

¢ By using the so-called cross-pollination or socialization of experiences, both positive 
and any potential negative, among the projects, and sharing the useful knowledge, 
methods or tools developed for the solution of problems, as soon as possible. 

Some changes in the way the evaluation is conducted are important in order to create 

conditions favorable for the implementation of these new guidelines: 

© Take into consideration that the main source of information about each project is its own 
internal evaluation process and, therefore, the process should not be made into an 
external evaluation of individual projects; 

* The results of the cluster evaluation will be presented in an aggregated manner, 
considering the initiative on the whole, so that the consideration and analysis are more 
transcendent and useful for different audiences; and 

© The nature of these results should provide fora greater probability that they will be seen 
and used by members of the public that wish to achieve the same products. 

Thus, the cluster evaluation intends to create products that facilitate the use of the initiative 

results by people and groups from different sectors. The evaluation should offer products 

and activities that facilitate the presentation of the analysis of the UNI experience to these 
actors at the national, regional and international levels. We believe that the potential users 
of the evaluation are: 

* The W.K. Kellogg Foundation (which continues to be a privileged audience) - so that 
itcan obtain a better understanding of the impact of the initiative, of its way of operating 
and the future directions of investments in the area of health; 

* The projects - which could gaina broader vision of the UNI experience in Latin America 
and could learn from the experiences in other centers, 

* Public policy makers for health and education - for those who intend to provide funding 
for new and innovative technologies in order to improve the education of health 
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professionals and the local health systems; and 

* Community organizations and actors - to offer assistance for new and innovative 
strategies for community participation in the establishment of their health, improvement 
of their quality of life and development of citizenship. 


The evaluation table for the second phase is shown in Annex 4. 
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ANNEX 1. Matrix of dimensions, sub-dimensions and variables for the first phase 


UNI PROGRAM - Evaluation of the Cluster of Projects - Summarized List of Dimensions, Sub-Dimensions and Variables 


Dimensions 
Sub-Dimensions 


I. Progress in 
partnership 


II. Strengthening of 
Leadership capabilities 
in academia, the 
services and the 
community 


Il. 
Institutionalization 


Observed Variables 


Main Evaluative 
Questions 


Means of Information 
Collection 


Sources/Who 


Regular opportunities * In what way was the Interviews/Meetings 


and times for 
interaction/Degree of 
formalization 


e Shared decision- 


making processes 


e Shared activities 
* Relative weights of 


the different actors in 
the project structures 


* Type of participation 


by the actors: 
consultation, 
deliberation, 
agreement 


¢ Mutual influences on 


the changes within 
each component 


¢ Mechanisms for 


identification of 
genuine or potential 
leaders 


e Existence of records/ 


archives 


* Capacity-building/ 


strengthening 
activities undertaken 


¢ Integration of the 


leaders into the 
decision-making 
processes 


¢ Other incentives 
¢ Identification of 


opposition leaders 


tripartite manner of 
operations 
developed? 

In what manner are 
decisions made? 

Which activities are 
shared at the 
operational level and 
in the distinct areas 
of activity? 

Regular places and 
times exist for joint 
meetings? How 
often? 

Who and how many 
participate? What 
issues do they deal 
with? Is it 
formalized? 

Are the components 
mutually influential? 


¢ What occurred in 
terms of the 
strengthening of 
leadership 
capabilities? 

¢ Have the actual and 
potential leaders been 
identified and 
mapped? 

¢ Have specific 
activities for 
leadership 
strengthening taken 


place? What are their 


characteristics? 

¢ Have leaders 
participated in the 
decision-making 
processes? 

* Have other incentives 
been developed? 
What are they? 

¢ Have opposition 
leaders been 
identified? 

The process for the 
institutionalization of 
the project has 
progressed? 


with key information 
holders 
Questionnaire (*) 


Workshop to analyze 


decision-making process 


©) 


Analysis of documents 


¢ Assignment of 
leaders 

¢ Structured reports 

* Meetings with key 
information holders 


¢ Analysis of 
documents 


* Political authorities 

¢ Project directors 

* Component 
coordinators: 
Professors - Students 

¢ Health services 
professionals, 
Community leaders. 

¢ Annual progress 
reports 

¢ Proceedings, agenda, 
other documents 


¢ Internal evaluation 
teams 
¢ Project directors 


« Annual progress 
reports 
¢ Program leaders 


¢ Political authorities 
¢ Project directors 
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Dimensions Observed Variables | Main Evaluative Questions Means of Information Sources/Who 

_ Sub-Dimensions ee. Collection 

|. Adhesion * Level of ¢ What are the different * Interviews/Meetings * Component 
understanding on the actors’ understandings of with key information — coordinators 
part of the the projects? holders ¢ Professors - 
authorities, staff and * Has the number of Structured reports Students 
community leaders participants increased? ¢ Professionals from 
with respect to the * What is the degree of * Questionnaire(*) the services 
projects commitment, on the part of * Members of the 
Incorporation of the participants, to the community 
participants in the respective projects? ¢ Internal evaluation 
project activities ¢ What is the nature of the Census of supporters team 
Degree of directors’ power to convene ¢ Cluster evaluation 
commitment by the meetings? team 
actors ¢ What is the degree of In-situ observation ¢ Annual progress 
Ability to convene adhesion by the relevant Analysis of reports and other 
meetings during the people and institutions? documents documents 
visits 

2. Reach Number of persons —*_Is the number of people and Structured Reports ¢ Internal evaluation 


3. Institutional 
policy and 
development of 
legal norms in the 
academic realm, 
the services and the 
community 


4. Economic- 
financial 
sustainability of the 
innovations 
introduced into the 
academic area, 
services and 
community 


and institutions that 
participate relative to 
the totals . 
Evidence of change 

or effects in other 
contexts and 

situations, as a result 

of the respective 
projects 


Regulatory, ‘4 
normative and legal 
adaptations 
Modifications in the 
definition of 
objectives, roles or 
functions 

Incentives or 
recognition forthe = * 
project personnel 


Actual or anticipated 
economic-financial 
support apart from 
the funding 

Budget modifications 
for the inclusion of 
the project activities 
Cost studies 

Funding sources for 
payment of personnel 


institutions that participated 
relevant? 

Are the repercussions on 
other situations or contexts 
relevant? 


Are the advances in the 
consolidation of the 
processes reflected in the 
institutional policies and in 
the normative/legal 
development of the academic 
realm, the services and the 
community? 

Have incentives and 
recognition been provided 
for the academe and services 
personnel, and people from 
the community who 
participated in the project? 


Are the advances in the 
consolidation of the projects 
reflected in measures taken 
to support the economic- 
financial sustainability for 
the innovations introduced 
by the projects in the 
respective areas? 

Are the costs of the 
innovations being analyzed? 
Are personnel being paid 
with grant funds? How 
many? 

Who and how many of those 
who were being paid by the 
projects have been absorbed 
and are being paid, totally or 
partially, by the institutions? 


Interviews/Meetings 
with key information 


holders 


Analysis of 
documents 


Interviews/Meetings 
with key information 


holders 


Budget analysis 


team 


Political 
authorities 
Project directors 
Component 
coordinators 
Regulations, 
norms, by-laws, 
documents 
Discussions 


Political 
authorities 
Project directors 
Component 
coordinators 
Budget/financial 
report 
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Dimensions 
Sub-Dimensions 


IV. Development °¢ 
of the network, 
communication 

and information- ¢ 
sharing activities 


of the evaluation 


VI. Academic ° 
development 


1. Innovations in 
the thematic 
content 


V. Development ° 


processes $ 


Observed Variables 


Quantity and nature 
of the network 
interchanges 
Bulletins, 
publications, 
communication 
materials 

Flexible directory, 
Mailing-list 


Evaluation models 
prepared 
Capacity-building 
for evaluation 
Evaluations 
performed 

Use of the 
evaluation results 


Changes in the focus 
of the thematic 
content: directed at 
society, 
epidemiological and 
family focus, basic/ 
clinical articulation 
Existence of groups 
for the revision of 
curricular content 
Incorporation of 
content specifically 
for practice in the 
community and the 
services 

Common content for 
students in different 
careers and courses 


Main Evaluative Questions 


Means of Information 


Collection 
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Sources/Who 


What developments have taken 
place with respect to the network: 
interchanges, visits between 
projects, collaborative 
undertakings, flexible directories 
and others? 

What is the degree of 
development and success of the 
communication and information- 
sharing processes? 

Have periodicals/bulletins been 
published? 

Have meetings for exchanges and 
information sharing been held? 
Have other events been taken 
advantage of for this purpose? 
Are there people who are 
responsible for the network, and 
the communication and 
information-sharing activities? 
From which profession? 


Have evaluation models been 
prepared and applied in the 
projects? 

In general, what is the degree of 
competence? 

Have the evaluation teams been 
formed and trained? 

Who participates in the 
evaluations? 

Have the results been used? What 
for? 


What changes were made in the 
thematic content with respect to 
its societal directionality: links to 
epidemiological profiles, family 
and societal focus, primary care? 
Are the basic/clinical cycles 
linked? Have new programs been 
developed or new courses created 
as a result of the UNI projects? 
What are their orientations? Are 
elective courses offered? Which? 
Have groups been formed for the 
purposes of changing the content? 
What activities have they 
undertaken? 

What changes have been made in 
the thematic content specifically 
with respect to practice in the 
community and in the services? 
Is there common content for the 
students from different programs 
and disciplines? What is it? 


¢ Meetings with key 


Structured reports 


Meetings with key 
information 
holders 

Analysis of 
documents 


information 
holders 


¢ Analysis of 


documents 


Structured reports 
Meetings with key 
information 
holders 

Curricular analysis 
Questionnaire (*) 


Internal 
evaluation team 
Project directors 
Component 
coordinators 
Shared materials 


Project directors 
Component 
coordinators 
Internal 
evaluation team 
Documents, 
summaries 


Internal 
evaluation team 
Instructor 
coordinators 
Professors - 
Students 
Curricula 
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Dimensions 
a Sub-Dimensions 


2. Innovations in the ¢ 


teaching-learning 
methodologies 


3. Pedagogical and 
didactic 
preparation of 
faculty 


4. Innovations in the 


evaluation of the 
teaching-learning 
processes 


VII. Development of 


the services 

1. Incorporation of 
teaching activities 
into the local health 


system 


Observed Variables 
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Main Evaluative Questions 


Multi-professional 


and interdisciplinary 


teaching and 
learning 

Existence of routine 
opportunities for 
interdisciplinary 
interaction. times 
and opportunities 


Incorporation of the 
services 
professionals and 
the community 
actors into the 
teaching-learning 
process 


Diversification of 
the teaching- 
learning scenarios 
over the course of 
the program 


Incorporation of 
efficient teaching- 
learning 
methodologies 


Activities 
undertaken to 
strengthen the 
capacity of faculty: 
Content, 
participants, 
compliance 


Changes in the 
content of the 
student evaluations 
Activities to 
evaluate instructor 
performance 


Healthcare facilities 
that carry out 
teaching activities 
(type and number, 
before and after the 
projects) 


Physical adaptations 


undertaken and 
equipment 
incorporated by the 
projects (type and 
purpose). 


Formation and 
development of 
teaching-services 
teams in the local 
services 


What changes were 
implemented in the teaching 
methodologies? Are there 
regular opportunities for 
interdisciplinary and multi- 
professional teaching-learning? 
Who participates? 

Have basic clinical research 
modules been implemented? 


Have the services professionals 
and members of the community 
been incorporated into the 
teaching-learning processes? 
How? 

How many? 


Have the methods for student 
evaluation changed? In what 
way and how? 

Is instructor performance 
evaluated? How? 


Has teaching been incorporated 
at all levels of the local health 
system? Are they oriented 
toward a “local academic 
system”? 


Have structural, physical and/or 
equipment adaptations been 
undertaken in the services, as a 
result of the incorporation of 
instructional activities and the 
presence of the community? 
Are they sufficient? 


Have teams of academic 
instructors and service 
professionals been constituted? 
Do they use a multi-professional 
approach? 

Was it necessary to increase 
personnel? 

Does the community intervene? 
How? 


Means of Information 


Collection 


¢ Structured reports * 


Meetings with key 
information 
holders 
Questionnaire (*) 


Meetings with key 
information 
holders 
Questionnaire (*) 


Structured reports 


Meetings with key 
information 
holders 


Meetings with key 
information 
holders 
Questionnaire (*) 


Structured reports 


Meetings with key 
information 
holders 
Questionnaire (*) 


Meetings with key 
information 
holders 


Structured reports 


Structured reports 
In-situ 
observation 


Structured reports 
In-situ 
observation 


Meetings with key ¢ 


information 
holders 


Sources/Who 


Internal evaluation 
team 

Academic 
coordinators 
Professors and 
students 


Academic 
coordinators, 
health services 
professionals, 
Members of the 
community 


Internal evaluation 
team 

Academic 
coordinators 
Academic 
coordinators 
Professors - 
Students 


Internal evaluation 
team 

Academic 
coordinators 
Professors, 
professionals from 
the services 
Members of the 
community 


Internal evaluation 
team 

Academic 
coordinators 
Instructors, 
students 


Internal evaluation 
team 


Internal evaluation 
and cluster 
evaluation teams 


Internal evaluation 
and cluster 
evaluation teams 
Component 
coordinators 
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Dimensions 
Sub-Dimensions 


2. Structural adaptations 
in the local health 
system 


3. Innovations in the 
healthcare model and 
the attention to needs 
and demands 
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Observed Variables 


Main Evaluative 


Means of Information Sources/Who 


¢ Delimitation of the  °¢ 
areas of influence 
and work for the 
system and its ° 
facilities 

¢ Definition of the 
functions of the 
facilities according to 
levels of care 

¢ Referral and counter- ¢ 
referral system 

¢ Work coordinated 
with organizations = * 
from other sectors 

¢ Fostering of 
community 
participation ° 

¢ Changes in the 
administration of 
human, material and 
financial resources 


Changes intypesand * 

methods: 

* Programming of 
activities according °* 
to epidemiological 
risks and/or priorities 

¢ Introduction of 
healthcare activities ° 
in non-traditional 
venues: home visits, 
school activities and ° 
other community 
environments 

¢ Introduction of 
promotional ° 
activities: self-care, 
environmental care, °* 
etc. 

* Promotion of 
humanization and ° 
ethics 

* Integration with other 
organizations, 
sectoral and non- 
sectoral 

* Recognition and 
incorporation of folk 
medicine practices 

* Role of the students °* 
in the services where 
they work 


Questions 


Were structural 
adaptations made in the 
local health system? 
Were the areas of 
influence and work 
delimited for the system 
and its facilities? 

Were personnel functions 
defined? 

Are there mechanisms for 
patient referral and 
counter-referral? 

Is the work coordinated 
with other organizations 
from other sectors and 
with the community? 

Is participation by 
members of the 
community encouraged? 
Have changes in the 
administration of human, 
material and financial 
resources been 
introduced? 


Were innovations in the 
healthcare model 
implemented? Which? 
Are the activities 
programmed on the basis 
of epidemiological 
criteria? 

Are methods included for 
care in venues other than 
the traditional scenarios? 
Are activities included 
that promote self-care, 
environmental care, 
prevention and control? 
Are humanization and 
ethics promoted? 

Is the work undertaken 
based on the criteria of 
integration? 

Are community and 
traditional practices 
recognized and included? 


What role do the students 
play in the services where 
they work? 


Collection 

* Meetings with 
key information ¢ 
holders 


Coordinators of the 
services component 


* Meetings with 
key information ¢ 


¢ Project directors 
Coordinators of the 


holders services component 
e In-situ ¢ Health services 
observation professionals, 
* Questionnaire members of the 
(*) community 


¢ Internal and cluster 
evaluation teams 


Professionals from 
the services 
Professors - Students 
Authorities 


¢ Meetings with ° 
key information 
holders ° 

* Questionnaire (*) ¢ 


ee. 
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Dimensions Observed Variables Main Evaluative Means of Information Sources/Who 
Sub-Dimensions , hoa Questions _ Collection 
4. Changes in the * Variations in the * Can changes in the ¢ Meetings with key * Authorities 
community served by —_ coverage and access to system’s performance be information holders * Project directors 
the local health the services perceived in terms of * Questionnaire (*) * Coordinators and 
system ¢ Changes in the coverage and access, ¢ Survey (*) health services 
preventable diseases/ preventable mortality, in professionals 
mortality the efficiency and in the * Members of the 
* Quality and efficiency quality of the services? community 
of the services * What is the degree of ¢ Users 
¢ Satisfaction on the part satisfaction on the part of 
of the users and the the users and the services 
services personnel personnel? 


VII. Community 
Development in health- 
related issues 


1. Identification and « [dentification of the ¢ Were the community * Structured reports ¢ Internal evaluation 
interaction with the community organizations in the ° Mapping/ team 
community organizations in the respective areas directories 
organizations in the areas of the projects identified? 
projects * Number of community * How many are 
organizations that participating in the 
participate in the projects? | 
project 
2. Strengthening of | * Self-care activities * Have the capacity and * Structured reports ¢ Internal evaluation 
the community ¢ Environmental care abilities of community ¢* Meetings with key team 
organizations activities organizations been information holders « Members of the 
¢ Engagement of strengthened with respect * Questionnaire community and 
community to individual and other actors who 
organizations in health collective health care, and interact with the 
issues to environmental care? community 
* Activities to strengthen * What strengthening 
the capacity of activities have been 
community undertaken”? 
organizations to deal ¢ How does the community 
with health issues and participate in the local 
the management of the management and health 
local health system. issues? 


¢ Improvement in 
demands, management 
and negotiation 


3. Forms of * Undertaking activities to * How does the community * Meetings with key °* Internal evaluation 
community expand coverage or self- _ participate in the local information holders team 
participation help/mutual help management and health ¢ Members of the 
¢ Have the community issues? community and 
organizations’ capacity other actors who 
for negotiation and interact with the 
management been community 


strengthened? 

* Inclusion of Community 
organizations in the 
local management 
structure and process 


4. Improvement in * Gains by community Is there evidence of an * Meetings with key * Members of the 
the community and organizations in the improvement in the information holders |= community 
individual quality of attempts to improve: community and individual * /n-situ Observation * Internal and cluster 
life - infrastructure works; quality of life? What evaluation teams 
- environmental care ; kind? 
- care of the home * What are the actors’ 
environment; perceptions regarding the 
incorporation of improvement in the 


healthy habits, disease quality of life? 
prevention and self- 
care 
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ANNEX 2. Requirements for the structured report 


For the purpose of illustrating the nature of the structured reports, and by way of example, 
the information requested for the Partnership and Reach dimensions 1s listed in this Annex, 
with a qualitative emphasis on the first and a quantitative emphasis on the second. 


Partnership 


Appraisals are required with respect to the development of the partnership, both globally 

and at the different administrative levels — political direction, technical direction and 

operational levels. A summary of the details required for each of the above-noted levels 

follows: 

¢ Activities carried-out in a shared manner; 

¢ Regular opportunities for tripartite interaction; 

e Frequency; 

* Mechanism developed for recording the tripartite interactions, for the preparation of 
agendas and for the information provided to the actors; 

¢ Typical examples of joint decision-making, detailing the processes by which consensus 
is built and the type of decisions made; and 

* Degree of formalization of the activities and situations for the realization of the 
partnership. 


Comments on the existence of the following will be included: 

* Mutual influences on the three components as a result of administration through 
partnership; 

¢ Administrative style: democratic/autocratic; horizontal/flexible; vertical/hierarchical, 
transparent/non-transparent; and 

* Impacts of the partnership on other areas of the UNI. 

A summary report will be prepared on the process for the development of the partnership, 

over the course of the project, during the period of analysis. 


Reach 


The number and types of actors that participated/intervened in the different project 
activities, as well as the respective target public, will be indicated for each component. 


Academic: The following will be presented for each one of the programs involved: 
© Total number of departments or disciplines, and how many of them participate in the 


UNI; 
* Total number of instructors, according to the time dedicated (partial, complete, 
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exclusive dedication), and how many of them participate in the UNI activities, also 
according to dedicated amount of time; and 
Total number of students and how many of them participate in the UNI activities. 


Services: 


Total number of facilities in the local system, according to level of care (primary, 
secondary and tertiary levels) and how many of them participate in the UNI activities; 
Total number of personnel in the local system (categorized as professionals or non- 
professionals) according to level of care; 

Total number of professionals (doctors, nurses and other professionals) and non- 
professionals belonging to the facilities involved in the UNI, according to level of care; 
and 

Professional personnel (doctors, nurses and other professions) from the participating 
facilities, who are actually participating in the UNI activities. 


Note that the total staff roster for the facilities is being requested even though it is possible 
that not all the personnel are actually participating in the UNI activities. 


Community: 


Total number of community-based organizations (residents associations, neighborhood 
associations, etc.), with legal status, existing in the area of the project and those 
participating in the UNI: 

Total population covered by the local system (data based on a census obtained though 
estimates); 

An estimate on the percentage of the population represented/united by the organizations 
that participate in the UNI; 

Number of people that belong to volunteer groups participating in the project. 
Clarification should be provided as to whether or not these volunteer groups are linked 
to the community-based organizations; 

Number of groups formed to address specific issues or health problems (adolescents, 
seniors, alcoholism, diabetes, etc) and the total number of members encompassed by 
these groups. A report on the issues addressed by these groups should be added, as well 
as Clarification on whether or not the groups are linked to the community-based 
organizations; and 

Number of councils, committees or directing groups formed within the ambit of the 
health facilities and/or local health system, for the purpose of participation in the 
management of the respective facility or system. 


In addition to the above-mentioned tables, information on other aspects relating to the 
reach of the project is also of interest. This information includes the repercussions that 
might have occurred within other geographic or institutional ambits not directly involved 
with the UNI. 
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ANNEX 3. Examples of the criteria used for assigning points 


Modes of association (partnership) 

1. The three components do not have any real participation at any of the structural levels 
of the project. 

2. The three components actually participate, but not at all the structural levels of the 
project. 

3. The three components participate at different levels, but not in a balanced manner or, 
in other words, although regular cases for interaction exist, the participation does not 
occur within all the steps of the administrative process. 

4. The three components participate effectively at the different structural levels of the 
project: political direction, executive and operational coordination, in the planning, 
programming, execution and evaluation processes. Environments and opportunities 
for interaction consistently exist. There is a balance in the participation by the 
representatives. 


Development of the evaluation processes 

1. An internal evaluator was designated, at the request of the W.K. Kellogg Foundation. 

2. In addition to the above, an internal evaluation team was formed and specific training 
was provided. 

3. In addition to the above, an evaluation model was developed and applied, and this is 
reflected in the annual report. 

4. In addition to the above, the model that was developed and applied is relevant and its 
results are used for programming and decision-making. 


Incorporation of active teaching-learning methodologies 

1. The traditional methods of teaching have been maintained, with the verbal transmission 
of information predominating. 

2. Necessary decisions have been made, didactic resources are being provided and 
capacity-building has begun for the instructors for the implementation of new 
methodologies. 

3. Methodological innovations, with articulation between theory and practice, have been 
implemented in some of the participating professions, with the use of new didactic 
resources and trained instructors. 

4. The methodological innovations, with articulation between theory and practice, and the 
technological resources were developed for all the participating professions, with 
trained instructors, in an articulated and efficient manner. 


Formation and development of academic-services teaching teams within the health 
services. 

1. The teams were not formed. 

2. The service professionals and community actors collaborated in the teaching when 


requested to do so. 
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3. The service professionals participated, with determined responsibilities, and the 
community representatives offered to take on (as volunteers) information and support 
functions. 

4. The instructors, service professionals and community representatives participated in 
the planning processes, instruction and evaluation of the teaching activities in different 
scenarios, with recognition from the university. 
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ANNEX 4. Table for the evaluation in the second phase 


Table for Areas of Action and Characteristics of the Evaluation 


Areas of Degree of Development Formation of Subjects Usefulness Beyond the Impact 


Action Achieved Sustainability Environs of the Project 
Academia °* What was done? * What was the ¢ What is the probability Has the “partnership” been an 
e« What were the partnership’s role? that the advances will be effective strategy for inducing 
characteristics of ¢ What was its sustained in consonance changes: 
each of the areas of importance in with the idedrio? ¢ Was there improvement in the 
action prior to the relation to other ¢ What is the current education of health 
project? strategies for the capacity for influencing professionals, thereby 
¢ What are the implementation of public policies and facilitating the acquisition of 
strategies and changes? practices and what is the —_ technical competence, skills 
changes that were probability of continuing and approaches for the 
implemented as a ¢ Did the capacity this in the future? exercise of the professions, in 
result of the idedrio, exist to constitute a consonance with a profile 
whether or not they set of subjects, ¢ Were the projects’ appropriate for working in 
were related to the within these successful strategies different scenarios within the 
partnership? components, and to disseminated to the health systems, with a holistic 
establish them as public? approach to health problems? 
permanent actors for 
change in the Were the projects able to * What were the reasons behind 
desired directions? help other institutions to _ the identified successes and 
formulate responses to failures? 


the problems and 
challenges at the local, * Did the initiative result in 


regional or national unforeseeable effects or 
level? effects that ran counter to its 
objectives? 
Services ¢ Same as the previous * Same as the previous* Same as the previous Has the “partnership” been an 
effective strategy for inducing 
changes: 


¢ Did the strengthening of the local 
health systems, in the context of 
Latin American health systems, 
facilitate their adaptation to the 
needs and desires of the 
community, and make them 
equitable and effective in the 
resolution of problems and in 
building a healthy community? 

¢ What were the reasons behind the 
identified successes and failures? 
Did the initiative result in 
unforeseeable effects or effects 
that ran counter to its objectives? 


Community * Same as the previous * Same as the previous * Same as the previous Has the “partnership” been an 
effective strategy for 
strengthening the organization 
and the capacity of the 
community to constitute 
subjects and mobilize 
intentions and resources that 
lead to self-management and 
development? 

What were the reasons behind the 
identified successes and 
failures? 

Did the initiative result in 
unforeseeable effects or effects 
that ran counter to its 
objectives? 
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The UNI Proposal as seen “from the outside” 


Preliminary Evaluation of the UNI Program Strategic Dimensions 


Gilles Dussault' 


These comments are an attempt to contribute to a general evaluation of the UNI Program, 
adding an external and independent perspective of the Initiative to the detailed evaluations 
of the Program that have already been performed by teams of evaluators, using a well- 
structured methodology. I would like to focus my general considerations on a more 
strategic level rather than on the details that have already been reviewed by the evaluation 
teams. 


My observations are based on a reading of the Cluster Evaluation Reports, dated February, 
1996, June, 1996 and May, 1997, a visit made to two of the projects, discussions with 
representatives from 11 of the projects (including the two I visited) during a two-day 
seminar in September, 1997, and discussions with consultants who are familiar with the 
UNI Program. I also consulted the documentation prepared by the projects, for the 
purposes of the seminar. Thus, my contribution is subject to two important limitations. I 
had contact with only some of the projects, which were not chosen by me, and these 
contacts mainly focused on the services component of the projects, although discussions 
were also held with representatives from the community and academia. 


L used a strategic evaluation perspective, which primarily examines the objectives of the 

Program, the process for its implementation and the results achieved. The questions raised 

were of the following type: 

¢ Are the initial objectives still relevant? Are the problems to be addressed by the projects 
well defined? 

¢ Whatare the differences between what was planned and what was actually done? How 
can these be explained? By the factors related to the Program itself? Or by others related 
to the organizational or political environment in which the projects were developed? 

¢ To what extent were the expected results achieved? Can the differences, between what 
was expected and what can be observed, be explained by factors related to the process 
or to the resources, or both? 

* What suggestions can be made to assist the Program in achieving its objectives? 


These questions served to orient a critical reading of the available documentation and to 
assist in a reflection on the discussions with the project representatives. An in-depth 
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response to these questions would require a complex research apparatus. Consequently, 
my comments should be read as a tentative response. 


These observations are organized into three parts: comments on the objectives and results 
of the Program, comments on the implementation process, and lessons learned and 
suggestions. 


Comments on the Program Objectives and Results 


The objective of the UNI Program, as initially defined by Kisil and Chaves (1994), focuses 
on the creation and dissemination of a new services model that would better attend the 
needs of the community. The implicit “theory” underlying the Program is that health care 
systems that are better coordinated, more accessible to all, holistic and integrated, effective 
and efficient, and that are more attentive to the needs of the community would really be the 
best response to the health needs. The “theory” that guided the formulation of the 
Program’s strategic orientation is that such a model would result from a better integration 
between the training of health personnel, the management of services, and the participation 
of the community. Reorientation of the training and provision of services, in accordance 
with the needs, would be easier if the community, the services and academia worked 
cooperatively. In order to evaluate if these underlying “theories” are valid, we first need 
to ascertain the point to which the Program objectives were reached. 


Results Achieved 


Certainly, the UNI Program was able to promote highly significant changes in the way in 

which services are provided and used in the areas where UNI projects exist. 

¢ The UNI projects were able to modify the way in which the participating communities 
interpreted health and its determinants. The perception of their needs is no longer 
limited to necessary health care, but is now also expressed in terms of the creation of 
healthy living conditions. As aresult of this, the projects can no longer limit themselves 
to an expansion of the health services and to an improvement in their functioning, 
without also taking into account the health needs that require inter-sectoral actions. 

Thanks to the interaction among the three components, various positive changes occurred: 
¢ for the majority of the projects, the process for the identification of needs is now 

based on epidemiological profiles/studies; 

* the services do not only attend to the spontaneous demands, but also work with 
programs, which take into account needs, as identified by pathology or by target 
population; 

* provision of the services is based on a family-centered approach, which takes into 
consideration the social environment in which the individuals live; and 
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¢ although still limited, there is a tendency toward a greater integration between the 
hospital and primary care services — some hospitals are also involved in inter- 
sectoral activities. 

¢ The UNI projects have influenced their environment and, in some cases, have become 
models. In the case of Monterrey, even foreign students seek out the project for the 
fulfillment of their medical residency requirement. 

¢ Thecommunity formally participates in the decision-making process in many projects. 
In principle, this would result in decisions, at the level of the services, different than 
would have been made if only the professionals had participated in the process. 

¢ Visible changes have taken place in the way the health personnel are trained. There is 
a greater and earlier exposure to work in the field, better training in epidemiology, more 
time dedicated to prevention and promotion activities, and more problem-based 
training. 

¢ This also applies to how the professionals work within the services. There is more 
programmed work, a more intense compilation and use of information, and a more 
comprehensive approach to health problems. 

¢ Inthe material that I reviewed, there are also indications of a high degree of satisfaction, 
which was confirmed through direct observation. In general, the level of satisfaction 
expressed by members of the three components is high. The people feel proud to 
participate in the project and consider that they have an advantage over their colleagues 
who do not participate. 

All these results are highly positive and indicate that the idea of promoting a better 

“understanding” among academia, the services and the community is worthwhile. 


Some “weaknesses” can also be noted. For example, little can be said about the specific 
health outcomes. This does not mean that the projects did not have an impact on the health 
conditions of the respective populations. It means that the evaluation material is much 
more concerned with the processes and dimensions of the results rather than with the health 
results themselves. Another aspect that is missing is that of efficiency; the projects appear 
to have dedicated very little attention to this issue. During the seminar in Miami 
(September, 1997), when someone mentioned that “there is no culture of efficiency” in the 
projects, nobody challenged this observation. 


Another weakness relates to the extent of the sub-objective to foster multi-professional 
work. There is little evidence of work in multi-professional teams in the sense of structured 
groups, composed of personnel from different occupational areas, who are together for the 
purpose of performing a specific program of activities. More frequently, the expressions 
“multi-professional work” or “multi-professional team” are used in an unspecific manner 
to describe activities such as meetings or discussions among the members of different 
professional groups, joint participation in training sessions or committees, etc. Itis unclear 
if all projects have a clear vision of the meaning of multi-professional work and of its 
implications in terms of management processes and training requirements. In many cases, 
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it has been difficult to mobilize all the relevant professional groups to participate in the 
projects. Pharmacists and professionals from the area of rehabilitation (physical and 
mental) are rarely or never mentioned. 


Lastly, the participation of the community varies according to how the community 1s 
organized. The development of voluntary participation, which has ensured a better link 
between the services and the community (outreach workers and assistants, predominately 
women), is a very positive step. This does not necessarily mean that the community has 
become a partner. Where the legislation formalized community participation (Colombia 
and Brazil), councils or boards exist that guarantee the partnership. In other countries, the 
participation does not appear to have reached the level of partnership. Although I have 
observed that the academic and services representatives behave ina very respectful manner 
when dealing with the community representatives, they still are at a significant advantage 
when they need to make technical and administrative decisions, due to the cultural gaps and 
asymmetry of information that exist between them and the community. 


Validity of the Underlying “Theories” 


I would suggest that the first “theory” (“systems for the provision of services that are better 
coordinated, accessible to all, integrated and holistic, effective and efficient, and more 
attentive to the needs of the community, can better respond to the health needs”) is valid 
within the limits of the capabilities of the health care system to contribute to the health and 
well-being of the individuals. These limitations are now better known thanks to research 
on health determinants. Social factors, such as the level of education reached, type of 
occupation, employment situation, position in the work hierarchy, family structure, 
availability of social support, etc., are now better documented. Also, the fact that they have 
an impact on the health of the individuals and populations is now clear. The influence of 
these factors, combined with the influence of other known determinants related to 
behavior, the physical environment, the health care system, and the health profile of the 
population, explain a significant proportion of the variations observed in the health 
situation of sub-groups of individuals. This means that an ideal system for health services, 
such as the one the Program calls for, would still have a limited impact on the health of the 
population if it remains restricted to the traditional provision of curative and preventative 
assistance. 


The projects, themselves, quickly discovered that the needs of their community, as 
identified through the epidemiological studies and consultations with the community, 
often required actions outside of the scope of the health services, as their determinants are 
of an environmental, social or economic nature. When the communities define their needs, 
they generally prioritize a secure environment (clean water, waste disposal and a secure 
neighborhood), access to jobs , better communications, and improvements in the health 
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services. This raises the issue of the opportunity to expand the partnership to other agents, 
if the health objectives that require inter-sectoral intervention are to be reached. This could 
mean that other professional groups, from outside of the traditional area of public health 
(engineers, lawyers, social scientists and economists who could assist in an evaluation of 
efficiency, anthropologists/sociologists, and others related to the understanding of sub- 
cultures and the adaptation of the services), should be invited to participate in the planning, 
implementation and evaluation of the projects. Also, should the local authorities become 
a fourth partner? 


The second “theory” (“reorientation of the training and provision of services, in accordance 
with the needs, would be easier if the community, the services and academia worked 
cooperatively”) is also probably valid within certain limitations, which have already been 
identified and certainly noted by the projects. Although a majority of the projects report 
that a real partnership was established and that the relations between partners are generally 
democratic, many have commented (1) that the partners are not always equal, (2) that in 
some cases the academic component still dominates, (3) that each partner still had its own 
agenda, and (4) that there is still resistance among some to the philosophy of the project 
and its objectives. It would be too much to expect that the three partners could unite forces 
for a common project, when each one has its own culture (very different from the other, 
particularly for academia and the poorer communities), restrictions, interests, and objectives, 
and have lived, until now, in parallel, if not in isolation. It is also difficult to voluntarily 
share a common set of objectives, values and norms, when the common objectives are not 
defined in terms of very specific results. I would like to suggest that the objectives be 
defined in terms of measurable indicators, such as indicators of health, satisfaction, etc. A 
set of measurable objectives would have the advantage of being the same for all the partners 
and would serve as a benchmark to begin to define the specific contributions of each 
partner, in the process of achieving the objectives. Thus, the expected results would serve 
as the criteria by which the validity of the action strategies would be appraised. 


The original definition of the objectives was, and still is, relevant. In truth, the objective 
of establishing health care systems that are coordinated, accessible, integrated and holistic, 
and that can effectively and efficiently respond to the needs of the community, is currently 
seen as the only legitimate approach in countries where health is considered to be a public 
good that should be accessible to all. The UNI Program was the pioneer in Latin America 
in the formulation of specific proposals to make this a reality. 


If I had the opportunity to reformulate the objective, I would use the same vocabulary, but 
in a different order. My suggestion would be: “to contribute to respond to the health needs 
of the communities, through the development of care systems that are coordinated, 
accessible, integrated, holistic, effective and efficient”. The subtlety is that, the ultimate 
objective is the improvement of health conditions, and the actions of the health care 
systems are instrumental to achieving this goal. This is important because there 1s always 
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a danger that, after having invested so much time, energy and money, the Program and 

projects focus too much on the process — on the building of partnerships and the new care 

model — and lose sight of the ultimate objective, which is to improve health conditions and 

to avoid the health problems that are avoidable. The reorganization of the local health care 

system and the formulation of a new services model are the means by which it should be 

possible for the community to achieve this result. In truth, given the specificity of local 

situations, there should be various models and various ways in which the expected results 

can be obtained. 

The above observations raise some issues that the Program may want to examine: 

¢ Howcana logic of health results be introduced into the philosophy and strategies of the 
Program? How can the Program encourage the project to define their objectives in 
terms of health goals and plan their activities in accordance with these goals? How can 
the Program assist the projects to more clearly define the contribution that is expected 
from each of the three components in order that the project can reach the goals? A health 
results logic will examine the capacity of each of the three partners to achieve their 
objectives by themselves. The need for an inter-sectoral approach to the work becomes 
more obvious. The issue, therefore, is whether the current partnership should develop 
a strategy to promote inter-sectoral work or should invite other partners to join the 
project? 

¢ Howcanacommon understanding of what is “multi-professional work” be developed? 
What can the Program do to assist the projects to foster “multi-professional work” 
(access to literature, training, demonstration of successful experiences)? 

¢ How can the Program assist the projects in dealing with the differences in objectives/ 
interests/benefits, among the three components? 


Comments on the Implementation Process 


Each project seems to have advanced at its own pace in the implementation process, as 
determined by a variety of factors. First, some projects were already underway before 
joining the UNI Program. In these cases, the Program served to reinforce and sustain what 
already existed. Some projects received more institutional support than others, particularly 
at the university level. Although the projects could develop in a reasonably autonomous 
manner within the university, the support given by the participating faculty boards and 
schools, and also by the university board was a facilitating factor. Some projects developed 
within a favorable political environment, because the entire health care system was already 
being developed along the same lines as those promoted by the Program or because the 
projects encountered political allies at the level of the local governments, or for both 
reasons. The projects that developed within an unfavorable political context could still be 
successful, but probably will have less influence on the rest of the health care system. 
Factors relevant to the project itself could explain the degree of success in its implementation. 
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These factors include the competency of the leaders, the specific strategies, the degree of 
consensus with respect to the project objectives and strategies, the personal and professio- 
nal characteristics of the participants, the resources available to the project, etc. 


My comments on the implementation examine the importance of the political environ- 
ment, the role of management, the mobilization of trainers and students, and the mechanisms 
for evaluation. 
¢ The theme of influence of the political environment seems to arise again and again in 
discussions with the project representatives. All seem to agree that this is a critical 
factor, as it can greatly facilitate in the implementation of a project or, on the contrary, 
can become an obstacle. Its impact is never neutral. Of course, one cannot expect the 
projects to control their political environments, but they do not need to be passive. What 
strategies could be developed to win the support of local political authorities or at least 
to ensure that they do not oppose the project? A “Healthy City” project or a district 
project could be the means by which the necessary support is obtained and could result 
in the inter-sectoral work mentioned above? One thing is certain — the projects need to 
function outside of the political parties. Their only commitment should be to the 
population that they serve, otherwise they would be too vulnerable to the whims of 
political change. Working with measurable health objectives could be useful for the 
building of technical credibility and independence for the projects. It could also aid in 
ensuring a better continuity in a context in which there is a high rate of personnel 
turnover. 
¢ The Cluster Evaluation performed in May 1997 confirms that the projects that had more 
success in changing the manner in which health services are provided were those that 
invested more in the building of their managerial capacity. This is a lesson to be 
considered. There is a lot of evidence that the projects introduced innovations of a 
management nature, in some cases even quite sophisticated (e.g., on-line information 
systems). However, little emphasis was placed on management training for the 
personnel or, in other words, the development of a group of professional managers 
capable of dealing with the challenges that arise in this phase of development for the 
projects. In a context where the health care services are more decentralized and the 
delivery institutions more autonomous, the availability, at the local level, of managers 
with a broad spectrum of managerial capabilities becomes more critical. The type of 
management work to be undertaken requires professionals who are trained to be 
managers. They can be clinical practitioners who wish to dedicate themselves to the 
management of health services, or who want to manage in parallel to their clinical work 
(e.g., department head or health program coordinator). Basically, depending on the 
position occupied, their tasks would include: 
¢ the development and management of the program or, rather, the planning of the 
services based on the category of problems or of users that the program is 
responsible for. The challenge of this type of management is to change the 
organizational structure from one based on specialties, to one based on a set of 
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coordinated activities; 

* the development of a workforce capable of doing multi-professional work. This 
requires that the manager possess capacities in relation to the establishment of 
teams, the training of their members, and the definition of decision-making and 
evaluation mechanisms adapted to group-work; 

* the development of human resources or, all that is related to the recruitment of a 
workforce that can be adapted to the needs of the services (e.g., selection of 
personnel with teamwork skills); the maintenance and improvement of personnel 
skills; performance management, which is the definition of strategies and mechanisms 
to ensure the production of good quality work and to contribute to the achievement 
of the services’ objectives; and personnel administration, which includes the 
definition of working conditions (e.g., career structure, postings, promotions), and 
professional and financial incentive systems that keep the personnel satisfied and 
motivated so that they provide good quality services. As the project moves forward, 
the expectations of the personnel change and generally increase. Therefore, the task 
of developing the human resources is particularly important in order that the 
personnel continue to be innovative, enthusiastic and dedicated to the project; 

* communication with the services users, with the community as a whole, and with 
the providers. As the UNI projects foster new approaches to health and to health 
services, the communication function is central. It is the responsibility of all the 
personnel, particularly the managers. Communication should not be limited to the 
dissemination of the philosophy and of the project practices through publications or 
the organization of events/conferences/congresses, which is admittedly important. 
Communication forms a significant part of the role of the managers, who should be 
engaged in the communication processes with their environment on a daily basis; 

¢ alarge part of the communication task is related to the coordination of activities with 
the other partners, and the inter-institutional and inter-sectoral discussions. This 
necessitates good networking and negotiation skills; 

* acontinual improvement in the efficiency is another important task. It includes 
formulating strategies to improve productivity (technical efficiency), and identifying 
and choosing the best means to balance the costs and benefits of interventions in 
order to obtain the desired health results; and 

* strategic planning, which means to ensure that there is a permanent adaptation of the 
services, to the changes in their context. In achieving their objectives, the UNI 
projects contribute to changing the environment in which the services function. As 
the change occurs, at the level of representations, expectations and practices, as well 
of the needs and priorities of the communities, the users and the service providers, 
and the services must adapt their objectives and strategies. It is the responsibility of 
the managers to lead this process of adaptation. 


If this is valid, it means that the UNI Program and the UNI projects must pay a lot of 
attention to the recruitment and training of managers who possess a set of competencies 
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(in the traditional sense of a combination of knowledge, skills and attitude) consistent with 
the requirements for management . In order to attend to the needs of the new services model 
promoted by the Program, good clinical skills alone are not sufficient. The type of 
managers required are those who combine personal qualities and attitudes, experience and 
good training. The Program could assist the projects in developing mechanisms for the 
selection of the right candidates for the management positions, in providing them with the 
opportunity to know significant experiences, and in giving them access to high quality 
training, adapted to their needs and their work conditions. 
¢ With respect to the issue of the mobilization of trainers and students in the services, all 
the projects report a high degree of satisfaction at being part of this innovative 
experience. The initial enthusiasm, however, must be maintained and, therefore, 
attention must be paid to the sources of frustration. One of them is that the clinic 
personnel, who participate in the training of students, have not been able, with few 
exceptions, to obtain professional recognition from the universities . Being paid for this 
work is not sufficient to satisfy the professional expectations of the trainers, who are 
generally very committed and dedicated to their new responsibilities. Training also 
seems to be in short supply for these teachers, who usually come from the clinical area, 
to develop their skills and teaching strategies. 
The students bring a good dose of enthusiasm and an innovative spirit to the services. 
How could this be mobilized and amplified? Should a formal opportunity be reserved 
for the students to participate in the planning and decision-making processes, so that 
they can contribute to the development of the services? There is always the risk that the 
students end up providing services at a low cost and being appreciated for this, but not 
for their ideas and proposals. 
¢ The impact of in-service training is being seen as positive both by the instructors and 
by the students. The instructors are satisfied at having an opportunity to transmit their 
knowledge and skills, which, at the same time, provides an opportunity to maintain 
them updated and to learn. To have teaching responsibilities improves their status, 
which is not something to be ignored. The students feel that they have greater 
possibilities for learning, by undertaking practical work, and feel rewarded for 
contributing to the improvement of the services. These benefits should be maintained, 
but not at any cost. One cost to manage is the disruption of the services resulting from 
the presence of the students (services that are less available due to the time dedicated 
to the students by the health services clinical personnel) and or from their absence 
(services that are rendered by the students are not available when these students are 
absent). Can the teaching activities be planned in such a way as to ensure the continuity 
of services, despite the intermittent presence of the students and their rapid rotation? 
* The comment on evaluation is a question. The projects expend a lot of energy on the 
development of strategies and evaluation tools, including for the evaluation of the 
services activities. A great quantity of information is produced and it is not clear how 
this information is used, other than to respond to the demands of the UNI Program. How 
could the projects develop standardized mechanisms for the monitoring of these 
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activities and for the identification of the relevant information that would most likely 
result in changes in the orientation and practices? The objective here would be to ensure 
that the important information fuels the planning and decision-making processes, 
which means that the information should be available, in a timely and acceptable 
manner, for those who participate in these processes. 


Lessons Learned and Suggestions 


Before addressing suggestions to the UNI Program leadership, | wish to summarize some 
of the lessons that seem to have emerged from the projects and to raise some questions: 


The communities have a lot to say about their health needs and much to contribute to 
the definition and implementation of possible solutions. The projects have reported that 
the communities have contributed to modify the perception, on the part of the two other 
components, about its needs. Reciprocally, the projects understand that the community 
can guarantee the continuity of the change process for the services in a context of high 
personnel turnover; that the participation of the community has led to new attitudes 
among the service providers, even a new ethic; and that the communities are more open 
to changes than the services and academia. How could the Program help the projects 
to fully benefit from the potential contribution of the communities? How can the 
projects ensure that all the components benefit from their partnerships? 

The information on the epidemiological situation and the provision/use of the services 
plays a determinant role in the promotion and implementation of a new and more 
responsive services model. The information reveals the problems and facilitates their 
solution, in that it helps to clarify the objectives and to monitor the impact of the 
activities. The information helps to focus on the results (efficiency and results), rather 
than only on the resources and processes. How can the information be used to its fullest 
potential in the projects? 

The political environment and the attitudes of the local authorities play a determinant 
role in the implementation and development of the projects. How can the projects 
mobilize political support in favor of their objectives? 

Management capacity seems to be a determinant for the success of the projects, in 
general, and of changes in the services, in particular. As the services become more 
autonomous at the local level, the importance of the management strategy becomes 
greater. At the same time as the services model changes, there is an increase in the need 
to undertake structural changes (e.g., in the organizational model, division of profes- 
sional tasks, system of incentives, decision-making processes and information systems). 
How can the Program assist the projects in the development of the type of management 
model and management capacity that the projects will need? 

The context in which the projects developed is changing as a result of both the changes 
in the projects’ environments and the changes induced by the projects themselves. 
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Should the conceptual structure on which the UNI Program is based and the strategies 
that derive from it be revised? How can the Program develop a structure that allows for 
the development of the projects along different lines (perhaps with common objectives, 
but with different strategies)? How can the Program help the projects in their adaptation 
process? 


Based on the above, it is possible to make some suggestions to the UNI Program, with the 
intent of maintaining its positive results and building on them, while taking the context into 
account. In some cases, the suggestions relate to activities that the Program has already 
realized, but which could become more central or be strengthened. I would suggest that: 
¢ The Program should invest more in the articulation of networks among the projects, 
outside of the formal activities organized by the Program. The objective of the network 
activities would be a systematic exchange of information about the problems of 
implementation — what works and what does not. The projects should have easier access 
to contacts with their colleagues. This would facilitate the learning process, in that those 
who are prepared to share their experiences can teach a lot to others. In the future, the 

W.K.K.F could assist in the creation of an association of UNI projects with the 

W.K.K.F. providing the leadership, infrastructure and activities. Such association 

could be the focal point for inter-project exchanges. 

The Program could also help the projects to benefit from their respective experiences 

by systematically collecting and making accessible the information and tools that result 

(e.g., reports, programs and work tools, training activities and publications). This 

function would eventually be transferred to the Association of projects. 

¢ The Program should consider the idea of gradually substituting its evaluation procedure 
for a system of self-evaluation or accreditation, which would serve as a mechanism for 
quality improvement for the projects. The projects would participate in the definition 
of the criteria and norms that they are prepared to follow and would then feel more 
responsible for their application. The Program could then support the projects in their 
process of self-evaluation instead of being an evaluator. This would not prevent the 
W.K.K.F. from performing its own evaluation of the Program in accordance with its 
own procedures. 

* The Program should support an evaluation study on the effects of its own interventions 
and of the interventions by the projects. The evaluation of the various dimensions of the 
Program results cannot be undertaken by the individual projects because they do not 
possess sufficient financial and professional resources. Questions such as the following 
could be included in an evaluation study: 

* What are the differences between the students who participated in the project and 
those who did not participate, in terms of attitudes, values and behavior? Do the 
differences persist after finishing the program”? Do students who participated in a 
project make different career choices? 

* Howdoes one explain the differences between the projects in terms of thecriteria for 
success established by the Program? Why do some projects do better than others? 
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Could this be due to environmental or endogenous factors, or factors related to the 
implementation of the process itself? These are questions that could be answered 
through carefully performed case studies. 

¢ What has the impact of the projects been on the health situation of the target 
population? 
* The Program could assist the projects to participate in research networks in the area of 
health services, providing them with methodological assistance for the preparation of 
research proposals, and the realization of the research. 
¢ The Program should provide access to management training for the strategic leaders 
who work in the services and also for the project coordinators. The topics to be 
addressed could include: the production and use of information for decision-making, 
tools and strategies for management tasks, administration of human resources, inter- 
institutional communication and negotiation, revenue production, equipment manage- 
ment and management of the project. The Program could invite a training institution or 
a consortium of institutions to design a program adapted to the necessities and 
availability of the target population (a long-distance learning strategy would be 
necessary, as would an additional incentive, such as a the receipt of a diploma at the end 
of the training process). 
¢ The Program should support specific training activities on topics that are of general 
interest for all the members of the projects, such as: 
¢ planning methods based mainly on health objectives, particularly in environments 
where the data on the health situation are scarce; 

¢ the process for forming teams as a strategy for improving efficacy and efficiency in 
the provision of health services - how to build teams, how to define objectives, how 
to administer communication, decision-making and evaluation; and 

¢ evaluation - e.g., measuring user, student, services professionals and trainer 
satisfaction. 


There are individuals in the projects who possess the knowledge and the skills that could 

be used to develop short-term programs for the benefit of their colleagues. The Program 

could identify these people and use them to form teams that are central to the training 

process. 

* The Program should seek to link access to future financial resources to the capacity of 
a project to raise part of the resources they need. Initially, the Program could support 
the efforts of the projects to develop mechanisms leading to their financial independence. 


Conclusion 


The UNI Program is a highly original initiative designed to address important needs in 
Latin America. It has been successful in many aspects and its gains should be preserved. 
On the other hand, it should also adapt to an environment of changes in the health sector, 
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and to the changes that it, itself, has provoked. The Program is an investment in long-term 
change and should not expect to produce all of the intended results in only a few years. It 
intends to alter a vision of the training of health personnel, the organization and functioning 
of the health services and the role of the community in this context. This is a cultural change 
that can take time to occur, particularly for groups that feel that they could lose something 
in the process. Thus, it is important that the UNI projects present visible and measurable 
results with respect to their impact on the health situations. By doing this, they can gain 
legitimacy and credibility and, in the process, overcome a large part of the resistance. 


To conclude these comments, another question remains. It relates to the passage from a 
“project culture” to a culture that will have internalized the new values, attitudes and 
practices advanced by the Program. It is also related to the passage from very successful 
projects, thanks to the strong leadership of some individuals, to projects that become 
institutionalized. The purpose of the suggestions I have made is to assist the Program in 
further contributing to the improvement of the health of the communities, notably, through 
investment in people who possess the capacity to conceive of and administer education and 
health programs that attend to the needs of their population. 
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The UNI Proposal as seen “from the outside” 


UNI Program: A Necessary Expansion of its Agenda 


Luiz Carlos de Oliveira Cecilio! 


The UNI Program has been a part of my professional agenda since 1993. The initial 
contacts occurred through the UNI-Marilia, when assistance was requested for their 
strategic planning process. At that time, I was surprised by the possibilities advanced by 
the Program, both in the volume of resources that were mobilized and by the audacity of 
its design, centered on a partnership among the university, the services and the community. 
I believe that, even in this first contact with the UNI-Marilia, my perception of the strengths 
and weaknesses of the Program was quite correct. I gained a much deeper understanding 
of the Program, as I became more familiar with the proposal and its concrete operations. 


After this initial undertaking, I had the opportunity to participate in two workshops in 
which all the Brazilian projects participated. The first was held in Botucatu and the second 
in Salvador, both in 1995. I do not have any personal record of the results of these 
workshops. However, I do remember that they had in common the enormous effort that was 
devoted to a critical reflection on the problems shared by the various projects and the 
formulation of alternative ways to confront them. I very clearly remember, at the Botucatu 
workshop, the enthusiastic presence of representatives from the “community component”, 
how they exchanged experiences among themselves and how it seemed to me that they 
were taking the greatest advantage possible of the opportunities that the Program offered. 


My contact with the Program began again in 1996, this time as a Supervisor of a Masters 
thesis undertaken in the Department of Preventative and Social Medicine, at UNICAMP. 
The theme of the student’s work was an evaluation of the UNI, using an analytical approach 
developed by Mario Testa, know as Coherence Postulate (Lins, 1997). 


Since 1997, I have had the satisfaction of being invited, by the Brazilian office of the 
Kellogg Foundation, to participate in a series of workshops with the projects, both in Brazil 
and in other Countries. For the purposes of my participation in the workshops, I had the 
opportunity to visit the Londrina and Cali projects. These visits and the workshops in 
which I participated, also provided a good foundation for the observations that I will 
present in this chapter. Of course, this view of the Program from the “outside”, or, more 
specifically from academia, and the subsequent contacts with the projects in which I was 
“commissioned” with the task of problematizing them, sharpened a certain “hypercritical” 
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attitude in me with respect to the UNL. They also, certainly, “contaminated” and produced 
the tone that underlies the observations that I make in this chapter. 


Most assuredly, I recognize the immense generosity of the Program, including the 
conceptual innovation in the formulation and implementation of programs within the 
Brazilian and Latin American reality, and the way in which the Program has provided 
autonomy and respect for the operations of various projects. Despite this acknowledgement, 
the considerations that I put forth herein are significantly marked by the standpoint from 
which I “observe” the Program, most certainly very different from the standpoint of those 
who participated in its formulation or have dedicated a good part of their lives, over recent 
years, to the challenge of its implementation. 


In my first contact with the Program, during the preparation of the strategic planning for 
the UNI-Marilia, and, afterward, during the course of other opportunities that I had to work 
with the various teams, two questions immediately directed my reflections. The first 
question concerns the concept of “partnership”, central to the formulation of the UNI 
idedrio. The second question related to what seemed to me to be a significant imprecision 
in the “new” services model that should be adopted as a guide in the implementation of the 
Program. I used these two concepts to develop my considerations in this chapter. This 
resulted ina very selective approach to the UNI Program, which incorporates, in its idedrio, 
all the more complex and challenging issues on the agenda for Brazilian Health System 
Reform. These issues cover everything from societal control to the reform of the medical 
curriculum and curricula of other health professions, through the formulation of anew way 
of “making” health. This is the reason it is so important and that it sparks the interest in all 
those who are interested in investigating and implementing substantive changes and 
changes that are committed to the concept of citizenship in the health system. 


It was clear that, for the Program, the idea of “partnership” was very important. The 
importance could come from the explicit references to partnership in the Program’s most 
important writings (the “UNI book’’) or because it was possible to see, when seen from the 
“outside” as I did, that the people who participated in the projects took the partnership ideal 
very seriously in their concrete tasks. A good example of this is in the organization of the 
workshops, where one could always note a significant concern with respect to an 
egalitarian representation of the components. I could also see that, in the visits | was able 
to make, my time was divided in a very judicious manner so that I could spend time with 
each of the components. The first impression that I gained, which was highly positive, was 
upon seeing how a proposal, which had initially been a part of the formulators’ discussions, 
was able to markedly influence, at least on a more formal and visible level, the 
operationalization of the Program. The cluster evaluation, it its successive applications, 
seems to me to have modeled these practices and the degree of adhesion seen, such that the 
development of the partnership was clearly marked as an aspect to be evaluated. Another 
explanation for the projects’ diligence with respect to the partnerships could be based on 
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the fact that the Program Coordinators, from the most central levels, had always encouraged 
or required the partnership and the formality of equal representation by the components. 
This requirement was stipulated right from the formulation of the work plans and 
budgetary-financial planning to the approval of the project balance sheets and accounts. 


In order to move beyond this formal aspect, I undertook an examination of the degree to 
which this “partnership” was substantive, horizontal and egalitarian, which was highly 
evident on a more formal plane. My investigations were justified on the basis of two main 
motives. Initially, it was almost curiosity on the part of a professional with a long history 
of militancy with respect to the construction of the Single Health System (Sistema Unico 
de Satide - SUS) in our Country. I had hoped to learn, from the experience of the UNI 
Program, about a theme that has always been a central issue in the Brazilian Health System 
Reform project. This issue was centered on how to make the “partnerships” between users, 
health workers and directors feasible in order to build the health system that we want. In 
the case of the UNI Program, the courageous new approach was to invite the university to 
participate in the partnership. This was a very discerning “move” given that the conclusions 
reached by critical thinkers, some decades ago, highlighted the need for a profound ethical 
reform of academics, toward a greater commitment, on the part of the health professionals, 
to the defense of Brazilians lives. It was necessary to “enter into the lion’s den’, and the 
UNI Program seems to have offered an unequaled opportunity to do not only that but to 
also bring the lion into the public arena for debate, where other partners, such as the services 
and the users, would be. 


Another justification for my curiosity about the substantive nature of the partnership that 
the UNI Program was building, was my assumption of a more academic position as 
supervisor of a Masters thesis, the theme of which was the evaluation of the Program. The 
conclusions from this research, which took an empirical approach to the analysis of a group 
of interviews with the formulators, directors and Program evaluators (Lins, 1997), in large 
part confirmed what I had perceived during my contacts with the various projects. The idea 
of partnership, although undertaken with implicit (and explicit) good intentions in its 
formulation, and even given the formal advances that occurred, to some extent did not 
consider the following facts to be at issue: 

* the significant disparity in the “amount of power” controlled by the various components, 
such that a distinct asymmetry is established in the relationships, which the formal 
parity representations are not able to balance. Lins’ work was able to demonstrate how 
the university, from a position of greater power relative to the other “partners”, 
“reinterprets” the initial intentions of the Program, leaving the other components in a 
subordinate position; and 

* the extreme heterogeneity within the “components” that, at its extreme, could be 
considered to be an idealization if we consider the highly varied nature of the group of 
strategic actors that are situated within the components, with their multiple projects, 
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representatives, and differentiated control over resources, and the frequently heated 
disputes between them. 


In my opinion, the issue is not that the Program is based on a certain idealized vision of the 
components, resulting from a certain theoretical reference point adopted in the formulation 
of the Program (Lins, 1992). The issue is that the projects have not considered this fact, in 
a more explicit and careful manner, to be a problem. It becomes clear upon investigation, 
that the strategic actors for the project implementation can clearly see these facts, but 
cannot implement measures to avoid the situation, within the limits of the project. In large 
part, the cluster evaluation contributed to this “state of accommodation”. By placing the 
evaluation emphasis on the more formal aspects of representation, the cluster evaluation 
assisted in maintaining a type of tacit agreement among the components that the 
“partnership” is producing the expected results. 


A partnership between users and the health services, for the improvement of the services, 
is a very current issue in, for example, the debate around State reform, and is a central issue 
in the project for the establishment of the SUS. For those who think of State reform from 
the perspective of its isomorphism with the market (Santos, 1998), the health services users 
will be treated and will behave like CLIENTS. In principle, they would exercise direct 
control over the services through the choices that they freely make, as per the classic 
economic formulation of the law of offer and demand. It is not possible here to present the 
consistent considerations of innumerable actors about the limitations of this type of 
reasoning. I wish to highlight that, for those who contemplate the necessary reforms to the 
State, as itexists now, but who do not accept the market principles as a model, the challenge 
arises of how to construct more efficient forms of CITIZEN control over public services 
that are committed to the defense of life and citizenship. The UNI idedrio, which are linked 
to this second approach to the challenging theme of State reform, has had to face all the 
difficulties inherent in the notion of control over the health system by the users, as 
CITIZENS, both in its theoretical formulation and in its concrete operations. I believe that, 
as a result of the importance and currency of the theme (the possibility to build organic 
partnerships between users and services) it would be very interesting for the UNI, in this 
new stage that is being inaugurated, to be attentive to the need for more careful studies and/ 
or evaluations. This investigation should observe what in fact happens, without idealizations, 
when actors who are so different, with such disparate control over resources, and with their 
own projects and visions of the world are “placed together’, in an almost “forced” or 
“artificial” manner suggested (or required....) by the UNI. The use, here, of the term 
“forced” or “artificial” does not carry with it any value judgement, but is used only to 
highlight that these “partnerships” would not occur in a “natural” or spontaneous manner 
if they were not under the “dome” of the UNI. This can be seen almost as a “laboratory 
experiment” that allows for the observation, in a concentrated and accelerated manner, of 
facts and relationships that, in “real” life, occur in a more restricted, fragmented and 
discontinuous manner. 
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I believe that, to go beyond a certain formalism in the evaluation of the partnership, 
centered on aspects such as parity of the parties, it would be interesting, for example, to 
introduce elements into the qualitative investigation that would reveal sociological and/or 
anthropological aspects. These elements would include: a) what is the nature of the power 
disputes between the various components and within them; b) the various strategies 
adopted by the different actors, in different stages of development in the Program; c) how 
does the accumulation and/or transfer of power occur between the actors; d) do the users 
have any disciplinary power, in their participation in the formal scenarios, over the various 
professional bodies in the health organizations; and e) what is the nature of the relationship 
between the official wisdom and the popular wisdom. And, there exist many other 
questions that are highly substantive for all those who are committed to the building of a 
more efficient and humanized health system. 


The other theme that I intend to broach in this chapter relates to how the conception of the 
techno-services model was put into operation by the UNI. How was the model dealt with 
given the obvious importance that it has (or should have) both to guide the changes within 
the services, and to assist in the curricular reform and provide parameters for the operations 
of the community? 


I was able to sense the influence on the discourse of the community component in the 
meetings with the user representatives, both in Cali and Londrina, and even in the Botucatu 
workshop. These were occasions in which I had more direct contact with the members of 
the community who participated in the projects. During these opportunities, I had the 
sensation that the “needs” expressed by the participants seemed to leap directly from the 
“UNI book”, as if they were words transplanted from the pages of the books into these real 
people. I am highlighting these observations in an attempt to underline the importance that 
the services model, that was adopted as the ideal, had and has for the development of the 
project. It happens that, in my opinion, the formulation of the services model adopted by 
the UNI suffers from insufficiencies that are, in large part, a reflection of the difficulties 
thatthe critical thinking on health, in Brazil and Latin America, has faced during this debate 
over services model paradigms. These models, with small differences between them, are 
generally centered on the idea of a basic network as the “entry point” for the system. They 
encounter great difficulty when attempting to think on more complex levels, in particular 
for hospitals and the articulation between the various “levels” of the system. The services 
are organized as a “pyramid”, with growing degrees of complexity and an organized flow 
of the population between the various levels. This manner of organization in no way 
allowed for viable “formal mechanisms of referral and counter-referral” and became a 
prescriptive stance, trapped in a gridlock of formal/functionalist reasoning that does not 
take into consideration the needs and the flows of real people within the system (Cecilio, 
1997). I believe that the UNI has worked with a conception of the MODEL still trapped 
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In order to clarify a little what I am saying, and considering the shortness of this chapter, 
I will use the concept of “health needs” as a guide for my reflections. As a starting point, 
it is necessary to recognize that consensus on the theme does not exist. I adopt and submit 
for the appreciation of the reader, a “taxonomy of health needs” that assumes that it is 
possible to include all and any health need, at least given our current level of historical and 
social development, within the following definitions: 

1) the need for good living conditions (access to basic sanitation, food, schooling, 
recreation, etc.) or, in other words, everything that, for many decades, we have 
understood to be determinants of health; 

2) the need to have sufficient information and knowledge in order to achieve the maximum 
autonomy and possibility for self care or, in other words, each one “is his own doctor”; 

3) the need to have access to all the “health technologies” available to improve well-being, 
reduce damage and suffering, and prolong life. Here, “health technology” includes 
vaccination, the group of high blood pressure patients, ultrasound, and heart surgery or 
medula transplant, without placing them in any hierarchy (1.e., there are no “better” or 
“more important” technologies, but technologies that must be used at the right time and 
at the appropriate opportunity); and 

4) the need to have a close link with the professional or team that is responsible for all the 
health issues pertaining to that person, assisting and listening to the person in all the 
situations of his existence, but, mainly, at the times in which he is most vulnerable due 
to some event that is impeding “his way of conducting his life”. 


In one way or another, all the “health services models” that are in use in Brazil and Latin 
America (SILOS, Health Programming, Defense of Life, Healthy Cities) (Silva Junior, 
1996) are addressing, with greater or lesser emphasis, and in amore or less explicit manner, 
the health needs as grouped in the taxonomy that I have adopted. It appears thatno MODEL 
can provide all of the guides necessary for the services to organize themselves in a manner 
wherein they can fulfill the “mission” to guarantee the health needs of the people they 
attend, ina comprehensive manner. Health needs are extremely dynamic, and socially and 
historically constructed. Therefore, they require that the health services develop mechanisms 
that are also dynamic, and that are extremely flexible in order to “hear”, translate and work 
with these necessities. 


Any MODEL that is defined without priorities always has a “deficit in its reasoning” and 
ends up hindering the services or bestowing a prescriptive or normative aspect on their 
interactions with the users. By saying this, I am not suggesting that the workers and health 
services can abdicate their responsibility to use their knowledge for the organization and 
offer of certain health care technologies that have a significant impact on health indicators. 
This includes, for example, the technology implemented as part of the Health Program- 
ming project and technology that is strongly rooted in Epidemiological approaches. I only 
emphasize that, the complex nature of the goals of those who work in Health requires that 
the “services models”, which are elaborated for those goals, be as or more complex than 
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the goal itself. This does not occur with any of the services models that we know. Therefore, 
it is necessary to abandon the “security” that the idea of a MODEL might provide for us 
and to assume a much more creative stance - and risky - by modeling the services with the 
needs of the user as the reference point, and not the needs that the health personnel define 
as such. 


The clearest proposal adopted by the UNI for a “services model” is very close to, at least 
in its ideal form, what is encompassed by the idea of “the building of the SILOS (local 
health systems)”. It has a strong emphasis on prevention and promotion of health activities, 
inter-sectoral activities for environmental conservation and the more general conditions of 
life, and a strong appreciation for health education directed at autonomy and self-care. If, 
on the one hand, it is possible to say that many of the health needs included in the taxonomy 
that I presented are encompassed in the “SILOS model”, on the other hand, it seems to me 
that there is a paucity of work with, for example, the building of a chain of progressive care, 
aimed at guaranteeing access to all the available technologies in order to deal with illness 
and prolong life. This chain of progressive care involves a broader view of the entire health 
system (from the group of high blood pressure patients in the health center to leading-edge 
surgery ina high complexity hospital, when necessary), in a way that places, on the agenda 
of the projects, the “opening up” of the highest and “most complex” levels of the health 
system, where the “hard core” health technologies exist. 


The projects have not adequately considered the new situation of the SUS, particularly the 
more recent trend of transferring the control over new financial and power resources to the 
municipalities, thereby becoming privileged partners in the projects. New opportunities 
for governability are emerging for the “services” partner, including the opening of the 
system’s upper-echelon and highly complex venues, which did not previously exist. 
Nevertheless, it seems to me that the projects have been working with a narrow vision of 
what the “health services” should be and, with rare and isolated exceptions, are still very 
trapped by the notion of the basic network. This more favorable situation of governability 
opéns new “arenas” for debate on a contra-hegemonic proposal for the health sector, 
wherein the defense of life and citizenship - so present in the UNI idedrio - can acquire new 
dimensions. 


It is within the highly complex environments, generally in hospitals, that the final shaping 
of the hearts and minds of the health professionals takes place. Thus, the more holistic and 
humanistic approaches developed in the first years at the university, at the basic network 
level, are usually “left behind” and the students find themselves face to face with the hard 
reality of the very technical nature of a super-specialized, fragmented and, unfortunately, 
still hegemonic, technology-centered area of knowledge. By this, I wish to reaffirm the 
idea that the MODEL for care adopted, with all its repercussions, carries a very significant 
weight for the intended curricular reform. If the MODEL is exhausted in its concentration 
on the basic network, the discussions on curricular reform end up centered on the idea of 
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taking the students to the health centers “closest to the community”. This is anecessary part 
of the education, but it is not sufficient for the training of a new professional, as the UNI 
intends. The ideal of the integral, holistic and humanized approached, centered on the 
building of interdisciplinary knowledge and the creation of more horizontal and democratic 
relationships within the health team, must be defended and debated at all levels of the 
system. This is particularly true in the “denser” areas of medical knowledge, and the highly 
technological and fragmented practices. 


Due to this deficit in the projects, the community component ends up directing its attention, 
complaints and demands for control to the “less difficult” areas of the basic networks. The 
community leaves aside strategic opportunities for the defense of life and the building of 
a new citizenship, excluding the opportunities from the community’s slow and painful 
process of learning. Also, the definition of the MODEL will have to influence the concrete 
policies developed by the services component, depending on which problems are considered 
to be within their scope. 


Nonetheless, it seems to me that the projects place littke emphasis on a more subjective 
component of the users, who make “demands” that do not fit in what is defined as a need, 
based on the wisdom of the health professionals. The services end up being very 
prescriptive, with the intention of modeling the services from “the inside out”, based on 
the wisdom of the health workers. I believe that it is necessary for the services to work with 
the idea that the spontaneous and “chaotic” demands are actually replete with health needs 
that do not receive the due attention. This suggests the need for the establishment of 
mechanisms to assist in hearing and de-codifying the demands in order to formulate more 
flexible work procedures and new paths for patient flow within the health system (Cecilio, 
1997). 


In conclusion, I would like to emphasize that there exist certain contexts within the 
Brazilian reality that are very favorable to the expansion of the project agendas. The aim 
would be “EXPANDED PARTNERSHIPS”, both in the sense that the “community 
component” could mobilize and encompass new strategic actors that have not yet been 
considered, and to view the “services component” from a broader perspective. In this way, 
new opportunities can be opened for the very generous idedrio of the UNI to be debated, 
for the purpose of developing a new way of “making health”. 
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The UNI Proposal as seen “from the outside” 
Debating the Presence of the Popular Classes in the UNI Projects 


Victor Vincent Valla' 


This work is a synthesis of the results of an external consultancy - The Integrated 
Development of the Community, Services and Academia Components - undertaken in 
1997, for the Kellogg Foundation’s UNI Program. I appreciate the kind invitation to 
initiate a debate with the leaders from the “community” component and the staff from the 
Kellogg Foundation, who coordinate the project. 


The Community and its Integration into the Project with respect to Mana- 
gement and Partnership 


As a starting point, it seems important to call attention to a fact that certainly does not 
escape many of the UNI Program participants. The terms “community”, “services” and 
“academia” are generic categories and, therefore, refer to more than one societal group. 
There does not exist only one community, nor one group of employees who work in the 
services, and even less so only one group of academics. Just as there is not only one 
community within each of the cities where the UNI Program is functioning, there is also 
not only one community within each UNI project. In truth, there are various communities 
within each project, each representing a distinct interest. As aresult, one could suggest that 
the objective of each UNI project is to build relationships within itself, between the three 


components, which represent societal groups with relatively common interests. 


Even so, the integration of the community component is distinctly different from the 
integration of the services and academia components. The services and academia 
participate in the UNI projects through their already existing, respective organizations, 
with plans and rhythms that have been, in a certain way, previously determined. 


Precisely because the services and academia carry out previously determined roles, their 
timing is also different from that of the community. The people who are part of the 
“community”, within the UNI project, live in a “previously determined” situation, in the 
sense that they have been fighting for their survival on a daily basis and have been 
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participating in community organization activities. Thus, their participation in the UNI 
projects means an addition to what they already do. This is the meaning of “different 
timing”. 


There is yet another aspect that distinguishes the participation of the community from that 
of the services and academia. The community faces an additional difficulty in organizing 
its intervention due to the fact that the community is comprised of many intra-community 
groups. Although there is a plurality of interest groups within each of the components in 
the UNI Program, the diversity within the community groups is certainly greater than in 
the services and academia. In addition, there is a long-standing culture and tradition in 
Latin America, by which the services and academia relate to the popular classes in a 
vertical and impositional manner. 


This tradition and culture frequently make it difficult for the services and the academic 
members to believe that the popular classes build their own knowledge-base and make 
their own evaluation of the reality. 


Given the Latin American tradition of thinking that the popular classes receive their ideas 
exclusively from “those who have studied”, difficulties can sometimes arise on the part of 
the university professors and services staff in understanding what the members of the 
community are saying and doing. Martins (1989), in referring to this phenomenon, stated 
that “‘the crisis of interpretation is ours’, referring to those who are called the mediators 
with the popular classes (Valla, 1997). Thus, if on the one hand it is necessary to find new 
tools for communication and appropriate languages for each of the project components, on 
the other hand, these tools help little if they do not recognize that the main problem is the 
attitude in relation to the popular classes. 


The need to demand a part of the power for itself, within the projects, results in a greater 
concern, on the part of the community, about its own organization and its links with other 
community groups, as well as with services professionals and academics sympathetic to 
its proposals. The democratic execution of the projects requires transparency and the 
democratization of information. And, the best way to guarantee transparency is to prevent 
surprise decisions and secrets with respect to information. 


Finally, if on the one hand, integration of the community into the UNI project is, by its very 
nature, more difficult, on the other hand, the community’s participation is certainly more 
important. [tis more important in the sense that the community is symbolically the raison 
d’étre of the services and academia. The need for the community members to improve their 
quality of life through the health services means that their participation is, perhaps, the 
strongest force within the project for ensuring its success. 
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The Community and Academia: Difficult but not Impossible Venues for 
Participation and Cooperation 


The university tends to be unconcerned about the participation of the popular classes, 
whether in relation to itself or in relation to the services. This does not mean that there are 
not students and professors who think ina different way. In fact, there are scholarships that 
are directed towards an interest in the popular classes. If, on the one hand, it is not the 
function of the university to plan its activities only in accordance with the interests of the 
popular classes, on the other hand, it is the university’s function to guarantee a plurality of 
interests on the part of the students and professors. And, the UNI Program is situated within 
these opportunities for plurality. 


It is very possible that many of the students and professors have no interest in concerning 
themselves with the popular classes because they think that it is not a scientific activity. 
The works of Chaui (1990), Martins (1989) and Ginsburg (1987) indicate the contrary. 
Those in academia, who work with the popular classes in order to develop a work based 
on the community, must undertake a complex scientific study. One of the main problems 
for academia with respect to the popular classes is the belief that a simple contact is 
sufficient to understand them. 


If it is important for the professionals from academia to recognize that the popular classes 
have their own thoughts and build their own knowledge-base, it is also necessary that the 
members of the community component be aware of the fact that they have something to 
say to the professors, researchers and students. 


The Community and the Services: Traditional Venues for Participation and 
Cooperation, But also for Conflict 


When one discusses the health services in Latin America, it is necessary to acknowledge 
that almost all the municipalities develop their own policies within a context that could be 
called an “impasse”. The term “impasse” is used because the revenues collected in the 
municipalities, as well as the funds passed down from the Federal and State Governments, 
are not sufficient to cover the health costs. 


If, on the one hand, the need is to overcome the mere defense of the State’s role in directly 
providing or in regulating the private offer of services, on the other hand, it is important 
that such services in fact consider the social needs of the population. It is here that the 
services and the community need to dialogue between themselves, ina spirit of participation 
and cooperation, about the people’s thoughts on their problems and the solutions that they 
are seeking. This dialogue needs to be re-ignited by the services, professionals, technicians 
and planners, together with the community, precisely because of the relative scarcity of 


resources. 
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Within the spirit of neo-liberalism, it is possible to perceive what is called a passage from 
a “paternalistic State” to a “solidarity State” in some cities. According to this postulate, 
those who can afford to pay for hospital services would have the role of bearing the expense 
for those who can demonstrate, through a certificate of poverty, that they cannot afford to 
pay. The proposal gives rise to two questions relating to the relationship between the 
services and the community. Within the UNI Program, and within the spirit of popular 
participation and health councils in Latin America, such proposal requires that the 
services’ budgets and accounting be available and transparent, both for the professionals 
as well as for the community. A proposal of this nature must also be constantly monitored 
by members of the community, and by employees of the services themselves, in order to 
guarantee that there is no difference in care and treatment, both in the hospitals and in the 
other health services. Certainly, this monitoring by the community constitutes a heavy 
load. But, without this community monitoring, how can equal treatment be guaranteed? 


Clearly, there must be a debate prior to a discussion of this proposal. The debate would 
concern the health budget of the municipality in question, looking at how the public money 
for the health sector is being used. Undoubtedly, it is a delicate subject, as all know that 
the source of a government’s power is its control over budgets. Given this context, the UNI 
Program components should use every effort to ensure that the budget discussions are 
considered as a regular activity. Two practices, both with an adverse significance, are 
appearing with a certain frequency. One is to propose a debate on the budget only when 
there is mistrust on the part of civil society or an opposition party. The other, limited to 
Brazil, is that the municipal budget is discussed only when the Worker’s Party, which has 
proposed participatory budgeting, is in power. 


The services tend to focus their attention on the issue of demand, which some call 
“spontaneous demand” or “passive demand”, by someone who appears, seeking treatment 
and solutions. If, on the one hand, such attention is fundamental, on the other hand, it is 
very possible that the number of people that “do not appear” or that “do not seek the 
services” is increasing due to the growth in structural unemployment and the consequent 
poverty. Vasconcelos (1997) showed how this problem is growing in a metropolis such 
as Belo Horizonte, even during the mandate of a government believed to be “popular”. One 
of the conclusions of Vasconcelos’ study is that this problem cannot be resolved without 
the participation of the population. It requires, of both the services and the community, an 
obligatory relationship of cooperation. The task is to locate and bring to the services this 
marginalized portion of the population. Itis necessary that the community brings this point 
to the attention of the services, because the tendency of the services is to become fixed on 
attending only those who present themselves. 


A comment on the term “self-help”, which is widely used both by the services and by the 
community inthe UNI projects, is worthwhile in this discussion. Like the term “community”, 
the term “self-help is a generic category, unless it is explicitly defined. “Self-help” can 
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have a positive connotation, very similar to that of “societal assistance” (Valla, 1996). 
However, it can also take on a negative connotation. 


When self-help refers to the issue of prevention, and questions the medical hegemony and 
the exclusively curative point of view of the health services, it gains a positive connotation. 
It is an approach, both individual and collective, that understands that the health services 
are not necessarily for all the problems that the population suffers. However, from the 
perspective with a negative connotation, care must be taken with the use of the term, if one 
is referring to the fact that “there is no other solution’, given the incapacity of the services 
to attend the entire population. Self-help seen in this form is nothing more than a subtle 
form of placing the blame on the population for the lack of adequate care. 


The issue of passive demand, like that of self-help, is intimately related to what is called 
structural unemployment. This term refers to the fact that the loss of employment does not 
result in the substitution of the dismissed person, but, rather, the disappearance of an 
employment vacancy. The unemployment therefore grows at a pace much greater than 
normally expected, and the tendency is to have a very large unemployed population that 
is much greater than the number of existing vacancies. Such a situation is becoming 
common in Latin America and results in the disintegration of families, accompanied by 
alcoholism and the growth in the number of children living most of the day on the city 
streets, begging for money sufficient for dinner at home that night. 


Locating and caring for these children, who are not in the schools, would have to be 
resolved through participatory and cooperative work between the community and the 
services. It would be difficult for the services to locate these children without the 
cooperation of the community. If sucha task seems difficult to fulfil in the sense of locating 
these children and guaranteeing that their health is cared for, itis worthwhile to remember 
the advice of Vasconcelos (1997). He cautioned that it might not be possible for public 
health to “cure” all the people who are ill, but it is certainly possible to “care for them”. 


The Community and its Own Organization: In Pursuit of the Development of 
a Sense of Citizenship 


One issue that cannot be avoided is that the starting point for the community to discuss 
about the services and the activities of academia is the fact that the population pays taxes 
and the government returns these taxes to the population through services. With the crisis 
caused by globalization, some governments tend to ignore this point, but even so, it is the 


necessary starting point. 


Given the dependent nature of the integration of the Latin American economies in the 
world economy, it is not only the groups of national capital, but also the groups of 
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international capital that vie for the public purse in order to propose and construct the 
industrial infrastructure projects of any country. Given that the public funds of any 
country, state or municipality simultaneously serve for the collective consumption (basic 
services) as well as for the industrial infrastructure, the tendency is that the industrial 
infrastructure projects are disputed by big lobbies. And, thus, they consume large portions 
of the public funds and prejudice the quantity and quality of the works for collective 
consumption. The strength of these groups of national and international capital is so great 
that without pressure from civil society groups on the governments, the tendency would 
be for a collective consumption inferior to the needs of the population. 


Thus, the community component gains a certain relevance within the UNI Program in this 
era of “minimum State” and policies of “cutting the fat”. Although the task of demanding 
that public funds be used for the collective consumption in a form that is of interest to the 
popular classes, it is not exclusively their task, but also that of academia and the services. 
However, pressure brought to bear by community groups is absolutely essential in order 
that the government address their demands. Frequently, the needs of the community are 
qualitatively different from those of the members of academia and, sometimes, even of the 
services. 


Given this context, the issue of health budgeting could be another incentive for integration 
among the three components of the UNI Program. Academia, together with the municipal 
councilors, could provide guidance on how to understand the budget. The services would 
participate with the purpose of breaking through the impasse blocking the resources. And, 
the community would be the driving force behind the initiative to guarantee adequate funds 
for the services that are in need. 


In any case, it seems important to call attention to the fact that the essence of popular 
participation is related to the competition for public funds. Or, rather, it is not enough to 
“have a voice’, without being able to use the “vote” to influence decisions about the destiny 
of the public funds. 


It is important to distinguish between the concepts of “representative democracy” and 
“direct democracy” within the formal venues, such as the Health Councils or even the UNI 
projects. To choose representatives in government and/or academia, as well as in the 
services, is very different from choosing community representatives. The difficulty is due 
to the large number of groups and interests to be represented, as well as the organization 
and cohesion of the various community entities that are represented. Of course, there are 
always more community entities than there are positions on the councils. In reality, the 
choices for representatives for each of the UNI project components means choices 
involving different timing and logic. 
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Although the Health Councils are formal deliberative bodies, in reality they tend to 
deliberate little, thereby forcing the community to “demand” that which was previously 
deliberated but not executed due to a lack of funds. In other words, exactly because there 
is no transparency with respect to the budget, it is common for the President of the Health 
Council, generally the Secretary of Health, to “let” the Council deliberate and, afterward, 
allege a “lack of funds”. 


In any case, as the very idea of democracy is to resolve conflicts between unequal forces, 
the Councils, although normally regulated by law, tend to be conflictive venues. 


The danger exists that the Health Councils will be seen as the only legitimate arena for 
deliberating health issues. As a result, the popular movements run the risk of becoming 
“corralled” into a single opportunity to demand their rights. They also run the risk of losing 
their tradition of “direct democracy”, which is to go to the streets and the doors of the 
services to demand their rights. A comment, made by a member of the community 
component of one of the UNI projects, is relevant here: “the controversial issues are not 
discussed on the Health Councils”. 


The precarious situation of the health services system results in the issue of “access” to the 
services being central in the demands of the community, thus making secondary other 
issues such as resolution, quality of care, and issues concerning the environment and 
endemic diseases (Valla, 1998). 


Finally, the fact that there are large portions of the population that are not interested in 
participating in community activities does not mean that they are inert or passive. It could 
mean that they understand the invitation to participate and do not accept it because they do 
not like to participate or because they do not possess the material conditions to participate 
(e.g., available time and material resources). It could also mean that they did not 
understand the community proposal, which means that they “understood another thing”. 


The lack of participation within a community context does not mean that these groups do 
not participate in some type of organized group. On the one hand, these groups could 
associate community work with political partisanship, which should be a warning to the 
members of the community component of the UNI projects. The members of this 
component should not only be encouraged to join a political party, but it should also be a 
motive for commendation. However, the community entities that do belong to a party 
should be open to all individuals who agree with the community objectives. 


On the other hand, the community entities could encounter difficulties when inviting some 
residents’ groups that, for example, participate in certain churches. In this case, the 
members of the community component of the projects must attempt to distinguish between 
the intentions of the church priests or ministers, and those of the church followers. The 
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presence of many members of the popular classes in churches, especially those of the 
Pentecostal and Evangelical faiths, could be associated with the search for an opportunity 
for solidarity and mutual assistance, but are unable to discern these values within the 
political parties or even, sometimes, within the community entities. It is possible that the 
same warning mentioned above, and directed at members of academia and the services, 
also applies to the more organized and politicized groups of the community component. 
“The crisis in interpretation is ours and we are the ones with the problems in understanding 
what the popular classes, which seem not to be participating, are saying and doing”. 
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The UNI Proposal as seen “from the outside” 
Educational Reform in the Health Professions: Some Key Aspects’ 


José Venturelli? 


Educational Reform: How this May Affect the Education of Health Pro- 
fessionals 


The UNI Program was proposed at a time in which the awareness of the urgent need to 
achieve important changes in Latin America’s health processes was taking form and the 
changes were seeking new ways to express themselves. The Program involves many 
aspects: an analysis of the system, performance of the health services, real community 
participation, and the education of health professionals. Important merits of this Program 
include the development of new Health Services with a strong emphasis on improving 
quality, promoting equity, and developing sound and lasting linkages with Community 
Health Programs. The community has a central role in the health system and is influential 
in changing the process for the education of health professionals. In addition, the 
communities must influence the continuing education, as it is currently administered, of 
thousands of health professionals and health workers. 


This characteristic of the UNI projects is, by no means, of small consequence when we note 
that there is a general acceptance of the currently existing unjust inertia and, literally, an 
abandonment of all social progress, commitments and goals established in the 60’s and 
70’s. We are being urged to forget those historically assumed responsibilities. I am 
referring to what must surely be the essence of progress — equity, social justice, and an 
improvement in living conditions and their determinants. The official current trend is to 
impede any ephemeral social advances that have been or might be realized. They are to 
be measured in accordance with their own immediate interests, foreign to the common 


person. 


Health, isolated from the social context, cannot achieve significant advances. The Latin 
American reality demonstrated that increasing the number of doctors did not solve the 
region’s health problems. Advances were achieved only to the extent that they were 
officially permitted. And, if the “80s” was a lost decade, now, at the beginning of the new 
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millennium, we can see that the “90s” were no better and that globalization is not bringing 
progress to the Third World. The order for a new “belt-tightening” is still valid. This is 
the result of a globalized world that seeks solutions to only those problems that are related 
to the interests of the few and extremely powerful people that control governments. By so 
doing, it sacrifices the majority. Is it possible to implement new modes of health 
promotion, prevention, care and rehabilitation for the population without establishing new 
forms of citizenship and social sensitivity? This is not only improbable, it is practically 
impossible. 


Within this context, the UNI Program - small in terms of global dimensions, but immense 
in terms of content and potential projection - represents a challenge for health professionals 
and workers, as well as for governments and professional organizations in the health 
sector. The number of these organizations and professionals has grown without, necessarily, 
invoking acommensurate improvement in the impact of their actions. Those communities 
that are aware of their needs, and that demand the fulfillment of their rights and recognize 
how to ensure their implementation see in the UNI Program a concrete invitation for their 
participation. Of course, the UNI Program, within the great sea of needs of the Latin 
American Sub-Continent, is one example and cannot, by the very nature of the programs 
that it promotes, go further than those who have the responsibility to implement the 
changes. Nor can they do more than what those responsible parties want to do. We are 
referring to governments, public health services, professional organizations, communities 
and each one of us to the extent of our own commitments. 


The social production of health’ is a complex process for which an analysis of the Miami 
Conference can be useful as a general reference on how to contribute to the improvement 
of the aforesaid social production. The educational processes related to the health sector 
and its workers (on a professional or administrative level) should be viewed in function of 
those objectives, and within their facilitative or conflictive interactions, in relation to the 
production of health. 


A brief discussion of some aspects of the context in which the UNI projects contribute 
toward a modification of the situation. These aspects should be part of a new analysis for 
changes in the continuing training and education of health professionals. 


I. New, non-traditional scenarios for learning: The UNI Program has systematically 
proposed and attempted to foster the creation and consolidation of these scenarios. In 
certain cases, one can see the direct impact that they have produced. An example might 
be the case of the University of Leon, Nicaragua, where students work in and with the 


* In order to expand on this concept, the chapter “Um Novo Paradigma Sanitario: A Producao Social da Satide” 
in Uma Agenda para Saude - Eugénio Vilaga Mendes. Editora HUCITEC - ISBN 85-27 1-0365-6, is interesting 
to read. 
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community, directly involved with their priority health problems, in an efficient 
manner, while addressing concrete solutions to those very real health problems. This 
is part of an innovative educational program. Even though the context involves a 
complex social and political reality, in a country where progress and regressions result 
from political interventions by larger economic powers, cooperation may exist between 
many parties. This is a highly valuable experience that reveals a good understanding 
of a key principle on the part of some of the schools for health professionals. It 
demonstrates the practical view of social responsibility that these schools possess. 
Even if Leon is enduring an extreme situation of unmet social needs and its resources 
have been severely cut , its commitment to the Program demonstrates the possibility of 
contributing to the training of health professionals in consonance with the principles 
that the World Health Organization has postulated. The principles (set out in WHO 
documents) include: “Develop protocols for change in Medical Education” , “Define 
and appraise the social responsibility of the Medical Schools”, and, establish a system 
that leads “to an evaluation of the quality of the Medical Education”? . 


2. The community as a subject in the field of health practice: Even though this experience 
is specific to each of the different projects, its influence is also seriously restricted due 
to their limited reach. Nevertheless, the UNI Program assists students, health workers 
and public authorities to understand how the community can make efficient contributions. 
The mechanisms necessary for this to occur should be standardized and recognized. In 
general terms, partisan politics often prevents communities from reaching the required 
levels of efficiency. It maintains communities in passive roles, as spectators... leaving 
only the experts (sic) to find the solutions...! The need to work with the community 
is a basic requirement for all students if we wish to respond to the challenges that face 
the health sector. Communities that are organized and participate in the actual decision- 
making process are those that are able to achieve significant and lasting improvements. 


3. The need for new educational strategies: The UNI Program spawned - even if to 
varying degrees of quality and intensity, and depending on the local realities - an 
awareness of the need for educational change. Even though resources for the UNI 


4Boelen. C., Des Marchais, J.E., Dohner, C. and Kantrowitz, M.P. This WHO (Human Resources Development 
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projects were funneled through the universities, it was not on their campuses or within 

their fields of influence where the greatest and most long-lasting impacts occurred. The 

academic realm is resistant to change, particularly when the situation is approached in 

isolation. Although collaboration (called “partnership” in the UNI Program) was very 

important, it did not reach the level of a true integration. Educational strategies must 

not remain outside of the real-life context. To avoid this from happening, we, the 

faculty, must identify how to create effective educational strategies to: 

¢ decrease the irrelevant content and strongly facilitate the practical side of the 
educational process; and 

¢ identify how to make the students’ learning process and daily work truly relevant 
and efficient in the simultaneous solution of the health priorities to be addressed. 

We must open the curricula and actually, formally evaluate what is being done: 

¢ Are programs responding to these priority health needs or not? 

¢ Are they achieving an efficient integration of resources? 

¢* How can the health education instructors learn to work in an integrated manner and, 
at the same time, ensure that the health services’ professionals, community and 
academic sectors are able to work together? 


4. Health education should be considered as more than the mere training of graduates in 
different professions. It should be relevant education. I want to insist on the fact that 
students should be a part of the problem-solving process and not mere observers. We 
face a moral dilemma in all Latin American societies. In spite of having, in many 
countries or regions, even more doctors than in some industrialized nations, we do not 
achieve, by any measure of reality or stretch of the imagination, the levels of health in 
those countries. The cost of educating health professionals (I refer here primarily to the 
education of physicians) is very high and private schools are multiplying at a dangerous 
rate. The WHO’s health mission and valid objectives are becoming increasingly 
blurred and unreachable. Today, many Latin American students believe that the central 
objective of studying medicine at the undergraduate level (internship included - which 
is part of the undergraduate programs of the region), besides being an economic 
personal goal (actually, “mercenary” goal would be more appropriate), is to gain 
entrance into the residence specialty programs. And nothing more. General practice 
is not seen as worth considering in terms of prestige or financial returns. The field of 
family medicine has not developed appropriately nor has it replaced the previous 
generalist training’ , which, in many countries, has provided for good, down-to-earth, 
efficient professionals. Yet many of these future specialists will not find employment 


’ For example, Family Doctors (FD) in Canada eventually replaced the old General Practitioner (GP). The 
training of FDs was not an addition to the already existing curriculum years. In Latin America, a proposal has 
been advanced to make a residence in Family Medicine obligatory before the new graduate begins practicing 
medicine. This would mean 2 or 3 years of residency in addition to the current 6 or 7 years of training to 
become a general practitioner (i.e., some 8 to 10 years for the first medical degree!). An absolute disaster 
- absolutely inefficient! 
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or, if they do, it will often be outside of the planned health system, directed toward a 
small, private sector. Their activities will not be efficient and willincrease global health 
costs, making health much less equitable. 


This is why the initiative of the Brazilian Sistema Unico de Satide — (SUS- equivalent 
to a National Health System), which will be channeled through the Family Health 
Program, may allow professionals to actually solve health problems and formulate 
objectives that are more appropriate for the health needs of the population. The Chilean 
health strategy of the 60s, to create a national network of general practitioners, resulted 
in anotable increase in efficiency in the health system. For this type of initiative to have 
a significant influence, the communities and many sectors of society must prevent 
governments from abdicating their social responsibilities under the relentless pressures 
of the globalization process. All educational programs must take into consideration the 
inconsistency between saying and doing that permeates the social actions of governments 
and universities. 


5. Adult education: The historic tendency to see students as “children” should be rejected. 
Students in the health professions are adults. Perhaps young and with limited training, but 
adults. These students make important decisions when entering into a service profession. 
Thus, the idea that educational activities should be undertaken within “normal” hours, 8 
a.m. until 6 p.m., from Monday to Friday, should also be reconsidered. When students 
appropriately complain that they are not able to be part of these health programs - 
particularly when they are situated within the communities - they are right. At leastin many 
cases, students, when “sent to the communities’, arrive there when people are busy with 
their daily work. They must be able to relate to people in real time... 


For a learning scenario to be relevant, it must be undertaken with the community. Thus, 
in this specific case, the student will have to meet with the community when it is 
convenient for the population, and not the other way around. Sometimes this occurs 
early in the morning, later or on days such as Saturday and Sunday. It is ironical that 
neither faculty nor instructors (those involved with biology-based education), nor the 
students seem to feel any great stress when the students must study long chapters on 
pathology, anatomy, clinical practice and basic sciences late into the night and 
weekends. But, when the issue is the ability to agree on and organize relevant work in 
the community, most of them - faculty and students alike - do not voluntarily accept 
these “incredible” hours. 


continued Ty Canada the change to Family Medicine required the same number of years of internship — 2, in most 
cases, with an optional third. Thus, the education of a practicing physician requires 3 or 4 years plus 2 years, 
for atotal of 6. In Latin America, specialists’ organizations do not want to accept these FDs, as they fear that 
the FDs may solve too many problems and become real, efficient, health system gatekeepers. Of course, if that 
were to occur, we would also see a shift in the acceptable options for physicians. In Canada about 50% of the 
undergraduate students choose Family Medicine! 
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Students are used to accepting rotations and the day/night/weekend, on-call duties of 
the hospital clinical services but, if work is to occur in the community, where most of 
the health problems occur and can be resolved, the opportunity is refused. This isa 
serious contradiction given that all the studies indicate that learning is most effective 
when real, in the real-life scenario. This new knowledge is never forgotten. The 
theoretical basis for medicine is manifested in every health action and not only in the 
intra-hospital experiences. The latter experience is often isolated theory, lecture-based 
and restricted to a biased medical absolute, transmitted to students in a passive manner, 
with no connection to reality or practice, and, therefore, this theory ends up being more 
quickly forgotten. 


The concept of work-study allows for the knowledge acquired in the community to be 
relevant. We have seen this through our own professional experience. It has also been 
demonstrated that students, as a result of their strong and generous identification with 
the world, learn better when associated with the communities. These ideas are implicit 
in the UNI Program and they foster strong and efficient connections with society. 


Let’s Talk About Education in More Specific Terms 


The key to the evaluation process - it must benefit the student: The evaluation must benefit 
the students and address those health problems for which solutions are sought. Academia 
relies excessively on establishing ranks and statistics to evaluate students. Rarely does it 
understand the context or analyze how that context may relate to the characteristics of the 
future professional. Even less so does it understand whether or not the programs in which 
students participate have a social impact or if the programs could modify a health situation. 
That statistics should aid in this process - as with any other tool - is an oxymoron. An 
evaluation, based only on numbers and grades, distorts the educational process. It leads 
students into an alienating process of unbridled competition, which does not reflect social 
responsibility nor identify good professional skills. 


Evaluation must change - it needs to become formative and must respond to well-defined 
objectives. These are both professional and learning objectives, which must consider new, 
relevant skills, attitudes and knowledge - true competencies. By competency, I mean both 
the underlying and the essential knowledge associated with relevant professional skills. 
Adult education, as well as education in the health professions must not be focused on 
simply training people to pass exams. Educational objectives must not be based on 
students reaching an absurd 51% “pass rate”, as is normally expected. The educational 
objectives should be achieved, clearly understood and mastered as a part of daily life. 
These are the competencies that are necessary for the implementation of health programs 
and specific health functions* . 
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It is sad to see that, in the process of “passing exams’, students are led to leave reality aside, 
without even considering involving themselves in it. Experiential knowledge, which is 
learned as aresult of having actually lived the experience, allows professionals-in-training 
to develop the ability to solve problems, rather than becoming mere “exam passers”. 
Education, from a methodological viewpoint, should take this aspect into account. It must 
be practical and evaluate quality against the real the challenge of contributing to improve 
a given health situation. Otherwise, it may simply be a new form of traditional, irrelevant, 
academics, isolated from what is truly needed. Beware of using fancy names for education 
and then making them meaningless, as nothing has really changed....regardless of our 
desire to believe that naming something makes it a reality. 


Problem-based learning, as educationally advantageous as it might be, will not avoid 
inappropriateness unless it is supported by acontext of relevant education, aimed at solving 
priority issues. If it is not specifically aimed at identifying how to solve real situations, it 
may well become futile, helping to perpetuate an irrelevant educational process (already 
established by the trend of opting only for specialty programs!). This is what I call pure 
and simple “pblism” (from Problem-Based Learning). It would result only in alienation 
while maintaining the reality very close to the previous status quo.’ . 


Formative evaluation may be the perfect instrument to facilitate the attainment of these 
objectives. It does, however, require the training of instructors and the implementation of 
changes in order to realize its efficient completion'’. To continue accepting that the 
university education, as a whole, should continue trapped by an evaluation system that is 
archaic, regressive and antagonistically competitive, with destructive student rankings, is 
an error that we must avoid - the sooner the better. Those responsible for education - this 
includes governments and their Ministries of Education - must develop new forms of 
student evaluations in which the formative aspect predominates. They must evaluate the 
results of their work and the achieved change. Governments and universities must develop 
evaluation methods that measure real working capacities and true problem-solving skills. 


8 This different concept implies that student must have a functional understanding of their knowledge base 
with the corresponding professionals skills. At the very least, it implies that they have reached not less than 
an 80% grade (if we were to put things into numbers... which is not necessary nor advisable). These are 
operational competencies and must be met. Formative evaluation can help to get there by constantly helping 
students to improve on their work. This is what I mean when I talk about preparing real professionals... not 
just “exam passers”! 

° Often, in Spanish or Portuguese, we would hear “pbl” instead of “abp” (aprendizagem baseada em 
problemas), which would be the proper abbreviation for the two languages, as if by using the foreign expression 
it would become perfect. Conserving the language and culture is also a way of making our actions relevant. 
There is little conceptual difference between that and presenting pbl as a dogma, of which clones can be made, 
when introducing it into different cultures and contexts. 

0 Faculty development implies this training. Itis a long-term task as problems continue to appear. However, 


if it is not undertaken, the programs will regress. 
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This could allow for the identification and attainment of the competencies previously 
mentioned. This also requires an open and fraternal education, where students, faculties, 
instructors and health workers truly rub shoulders around common objectives and 
problems to be solved. It involves working with situations that are a part of the reality of 
the community, thereby increasing student awareness as well as further developing their 
sense of social responsibility. The creation of employment opportunities, such as those of 
the Brazilian Family Health Teams, may be an interesting way of establishing attractive 
professional and social goals, as well as objectives for the future graduates. Nevertheless, 
many specialists and educators are concerned that the education of a Family Physician 
would require training beyond the current 6 years (in Brazil; 7 in Chile; 6 in Mexico) of 
undergraduate medical education (internship included). This makes little sense (see also 
footnote 7). 


The academic discussion that takes place within the circles of specialists suggests that 
Family Doctors should have an additional specialization. Given a well-planned and 
implemented process of reform for education in the health professions this extension of the 
current training would not be necessary. The Canadian experience demonstrates this very 
well. The idea is that family doctors are those who control the entry of the user into the 
health system. In order to carry out this task they must be able to do their work well and 
enjoy good government support (with respect to material resources, salaries and continuing 
education). Family doctors can prevent the many processes that lead to major illnesses and 
they can also stop the inefficient over-specialization and trend toward commercialization 
both prevalent today. The commercial arguments to prolong education in order to train 
Family Doctors as new “super-specialists” should be recognized as such and should be 
directly challenged. The proposals are inefficient and promote private medicine instead 
of seeking social improvement and equitable goals. To achieve these aims, governments 
must work not only with the academic and community sectors, but also with all health 
professionals, within their own organizations. 


The UNI Miami meeting emphasized that, regardless of the specific characteristics of the 
different UNI projects, there is a need to develop new educational strategies that will allow 
for the consolidation of the many experiences that are unfolding, even if the achievements 
of some projects are excellent while other projects have made only moderate advances. 
The strength of the community work and community participation processes, which some 
projects set in motion, confirms some aspects important for adult education and, in 
practical terms, can be found in the key principles advanced by Problem-Based Learning. 


These principles are not just new, fashionable ways to present things. They provide a way 
to identify essential health problems and appropriate educational strategies. To believe 
that Universities and educational institutions for health professionals do not have 
responsibilities to the community is an error. Actually, simply using Problem-Based 
Learning will not change educational practices. It is necessary to extensively modify 
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professional training. There is a need for changes in process, but the same need also exists 
for content. If health curricula do not include in their planning, at each step, the key 
principles of social responsibility, and concepts of equity, universal access, quality of care 
and collective rights closer to social justice, it is impossible to believe that there could be 
much improvement. Any educational strategy must respond to the national and regional 
needs. Cloning must not be attempted, as it would only worsen the situation. 


The new forms of education must contribute to the solution of the problems that are 
plaguing the regions and populations where these schools are established. The fact that 
Latin America has doubled its medical population, without being able to show an 
improvement in health indices - other than those normally achieved through a modest 
improvement in living conditions - should make us realize that we cannot solve health 
problems by simply increasing the number of professionals. In fact, our low level of 
collective social awareness and a professional training isolated from the social context 
have resulted in us, the doctors, becoming much more a part of the problem than of the 
solution. 


Allow me to point out some important aspects and characteristics of “Problem-Based 
Learning”, seen not as a technique, lacking identity or social commitment, but as an 
educational strategy committed to social responsibility. This approach must take into 
account that new aspects are being considered: 

e It must be used to increase our capacity to identify priority health problems and offer 
mechanisms to promote an increase in equity, efficiency, relevancy and quality. To 
achieve this, the educational programs must closely cooperate with the relevant 
Ministries and existing Health Services. 

¢ It is centered on the student and encourages efficiency, critical evaluation skills and 
learning abilities throughout life, as well as enabling a continuous improvement in their 
use of information sources. Students develop greater skills to use the existing 
educational resources. This is learning to learn. 

¢ It fosters a high degree of respect, dedication, humanism and professional efficiency. 
It must lead to a greater autonomy and intellectual freedom. 

¢ Itcreates new learning scenarios, strengthens interdisciplinary work, and emphasizes, 
in a special way, the development of work with the community and in accordance with 
its necessities. 

¢ Its design should be flexible and executed in a democratic manner, seeking consensus 
and promoting extensive participation from students and instructors. 

¢ Itpromotes the ability to integrate biological, behavioral and socio-economic concepts, 
inseparable from the reality of the health processes. It insists on mechanisms and 
concepts, and not on the ability to memorize subjects and lectures in order to pass exams 
unrelated to professional practice. 

* By integrating into the daily work of the health services at all levels - community, 
clinics and hospitals, including those of high complexity — it also leads to a more 
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efficient administration of resources and integration of professionals, services and 
academia. 

* Itencourages a continual formative evaluation. It allows for errors to be identified and 
corrected, and it ensures the achievement of the established goals that address the 
interests of students, instructors and society. It eliminates the, euphemistically called, 
“healthy academic deaths” (this pervasive “norm” which permits and encourages the 
educational failure of large groups of students regardless of the damage this implies for 
students, families and society). This inefficient and widespread “educational attitude” 
accepts, and even, stimulates failure, as part of the current functional design. Formative 
evaluation favors cooperation, not competition nor antagonism among the students. 

¢ It promotes pragmatic evaluation processes that encourage objective and efficient 
accreditation of Schools and Programs. The accreditation should be directed at 
improving the response and efficiency of the system, and not seen as a leveling 
mechanism achieved through numerical standardization with common lowest den- 
ominators. Nor should it transform evaluation into an attempt to respond to the laws 
of the market. Its function is to improve the quality and must set high standards, tailored 
to the national needs and expected competencies. It must also be a continuous process 
to avoid the clone effect that some educators believe to be useful, as if innovation was 
something similar to buying a new car to replace the old one... 

¢ It should encourage a process of extensive continuing education, that has a significant 
possibility of functioning well and that has already produced graduates who are 
immersed in the reality of health. The lack of such a continuous educational process 
for faculty would negate any serious effort to make the needed changes. Spontaneity 
and the traditional attitude of “I already know it”, often heard in response to any change 
process, is dangerous. It replicates the old approach of pretending that we, the faculty, 
already know everything, to perfection. What a dream! 

¢ It should lead to the development of new educational resources in order to provide 
students and professionals with educational tools that facilitate the learning process 
throughout life. These tools are necessary in order to improve their work and adaptation 
to a world in constant change. It establishes strong ties between individual care and the 
basic aspects of a population’ s health, which should be an integral part of all educational 
programs for health professionals. 

¢ Insummary, education should incorporate the concepts of social responsibility and the 
development of new opportunities and conditions that lead to an improvement in health. 
This task should be part of the discussions in each course, year, program and project in 
health education. Health professionals should be advocates for good, equitable health 
care. This can be achieved through the above-described strategies'' . 

¢ It establishes systems for continuing faculty education and research on education. It 
recognizes the multiple aspects of education. It should be directed at an improved 


'! Modified from J. Venturelli: Educacién Médica: Nuevos Enfoques, Metas y Métodos. p. 232. OPS/OMS 
- Paltex - ISBN 92 75 322155. 
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response to health needs. This training, in the case of those faculties already using the 
PBL system, is very important, as they were not trained to respond to priority health 
problems. Their educational and professional practice has not allowed them to identify 
key aspects of faculty development that relate to the overall health context and to the 
need to increase social responsibility for an efficient participation in today’s health 
context. 

¢ It’s central objective must be to respond to real needs. This should require that 
competencies be well defined and that the theoretical and practical (professional) skills 
be integrated. Evaluation must consider this as central in order to promote appropriate 
practices. 

¢ There is one final item that must not be forgotten. While formulating and implementing 
new educational approaches, we must improve the quality of the care that is provided. 
It is of little use to have sophisticated educational methods if they are not accompanied 
by a strong, well-organized health service. It should exist at all levels of the clinical 
services, internships and specialties. The internship is the supervised, professional, 
experiential learning scenario, where professional qualities are used and established. If 
educational change were used only for theoretical aspects, we would achieve little. 
Even the ethical aspects of quality care in the public services — an important requirement 
- would not be addressed. 


Need for substantial educational assistance within the UNI projects: To continue with the 
projects’ strong impacts in many sectors, the need for well-developed educational 
assistance for all the projects must be addressed. Undoubtedly, assistance exists but it 1s 
still poorly organized, has ill-defined objectives, and the areas and tasks that require this 
assistance are not well identified. A coherent educational assistance plan must be 
established, with clear objectives and specific implementation strategies. 


Until now, the work to improve learning methods has been only partially undertaken. It 
is not always congruent with the health needs of the population or with the key principles 
enunciated by the WHO. Universities have attempted to make changes, but have not 
consulted with other important groups about their opinions on health planning (e.g., the 
Ministry of Health, Health Services, Professional Associations and Community 
Organizations). This isolation is, at least in large part, responsible for the fact that the 
expected advances have not been achieved. Also, the spontaneous response to the need for 
change, without clear objectives and committed support from the leadership, have been 
additional factors for the lack of progress in educational innovation in the field of health, 
as well as for the lack of the expected improvement. 


Latin America has seldom seen innovation that has resulted in a process of consensus, 
wherein a clear sequence of actions could be identified. If such an innovative process had 
been attempted it should have considered a formal evaluative process of the existing 
educational activities. Furthermore, these past attempts always had to be integrated into 


186 Education of Health Professionals in Latin America 


the existing health services, as well as into the community and professional organizations 
involved in the attempted change. Indeed, most Latin American Health Services usually 
hire a certain number of health professionals and make them available to the public for a 
certain number of hours. Doctors generally work in the public sector during the morning 
during which time they respond to the traditional needs of the health services - medical 
visits, surgery, attending patients in hospital clinics or outpatient departments, etc. After 
fulfilling this public sector duty they go into private practice. This is ahighly schizogenic’* 
situation, where quality and ethical standards are different and/or forgotten. 


These part-time contracts, held by most medical professionals, and more and more by 
many other health professionals, added to the expansion of the private sector, have 
increasingly resulted in the objective inability to achieve any significant improvement in 
the health status of our communities. Thus, it is important to emphasize that innovations 
that tend to reinforce the four basic aspects of health - equity, quality, efficiency and 
relevancy - cannot remain simply declarations of good intentions. They must be put into 
practice with a well-planned execution and with demonstrable commitments that can also 
be improved and evaluated, depending on what is required. This will require cooperative 
work between public entities (universities, and the Ministries of Health, Education, Social 
Services and Finance), professional groups that are strongly associated with health results 
(associations of health professionals, such as doctors, nurses, physiotherapists, etc.), and 
community organizations. For the projects to be developed, they must jointly establish 
measurable responsibilities to which they are willing to commit. This type of cooperative 
interaction will also allow for the necessary adjustments to be made. Social responsibility 
must be a central tenet for these new projects. 


It is essential to actually improve the qualitative participation of all Public Health Services 
in the development of innovations and for the construction of a new health paradigm. The 
same is true for universities and other training institutions for health professionals, as well 
as for the Health Profession Associations. They all have an enormous and specific weight 
in any negotiations with governments about resources, funding, salaries, and policy 
development. As long as the community is left outside of these discussions and decision- 
making processes, there will be little chance of actually achieving any significant and long- 
lasting results. 


'’ Neologism. That which creates havoc and confusion, and splits peoples minds. 
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A Process is Required that will Enable Universities to Operate in a Coordinated 
Manner with Health Services and Communities: A Necessary, Demonstrable 
Commitment must be Established and Evaluated 


It is fundamental to improve the response of health services, universities and institutes that 
educate health professionals. This is also true for all professional organizations, which 
carry a great weight in negotiations with the governments for planning, salaries, resources 
and other factors. As long as communities continue to be marginalized from these 
discussions and from the decision-making process, the possibilities available to positively 
influence the current situation will be few. 


Isolated/Uncoordinated Processes 


Health Services 


oD | 


® 
Innovation 


Professionals 


The responsibilities of the official entities should be transcribed into the planning, the 
needed laws and the necessary funding that is to be directed to the priority areas. In this 
way, clear and efficient strategies for change can achieve a certain degree of success. In 
the same way, faculty, professional and community sectors should find appropriate 
avenues for expression that can guarantee the execution of the above-mentioned steps. 
This interaction, among other mechanisms, should guarantee funding and genuine 
opportunities for work and time to take the commitments to a satisfactory conclusion. A 
possible course is the following: 


In this educational process, itis very important for the academic sector to take the initiative 
to drastically decrease curriculum content that has proven to be superficial and not 
integrated, and that does not lead to the acquisition of demonstrable skills and attitudes. 
The interaction of the instructors with the students who know how to develop their self- 
directed learning plans is fundamental in order that the required skills are effectively 
obtained. Evaluations must demonstrate that these skills have indeed been acquired and 


are being well applied. 
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Which Direction Should We Take in Our Efforts to Innovate in Education as We 
Integrate it with the Health Services and Concepts of Social Responsibility? 


All aspects of the innovative work in education must be part of an integrated process, with 
measurable responsibilities, and commitments that, once established, must be executed 
and truly fulfilled. It is not possible for us to continue hoping that things will magically 
occur. Political decisions are required if these priorities are to be established. 


In my personal experience, both in the industrialized world and in the so-called emerging 
world (Latin America), I have yet to see medical schools that were able to take a sharp turn 
in their approach to the education of professionals and, at the same time, significantly 
increase their ability to respond to the priority health needs of the population. Health 
results from multi-factoral influences and determinants, and the belief that wonders would 
be made by simply “innovating” a few things here and there is be a bit simplistic. Some 
change does occur, as we can see by Londrina’s and Marilia’s experiences, where very 
positive and cooperative efforts are being made by the health services and the system for 
the education of health professionals. But thus far this is not the norm. 


The experiences and training of faculty members, which often determine their approaches 
and routine, as well as the inertia of many sectors of the medical professions, do not allow 
for a true community orientation nor it leads to appropriate students’ experience in this 
area. Furthermore, faculty members do not accept or believe that education could be 
community based or that communities must have a real and decisive participation in the 
process. The trend toward privatization and the complicity of the professional sectors - 
widely accepted, if not assisted and encouraged by the governments that abandoned their 
social responsibilities - resulted in a situation where plans for professional education, 
which must include clear priorities about social responsibility, simply cannot secure the 
necessary support from the instructors. 


This is an interesting situation. For well-known political reasons, public health systems 
are more inclined to establish programs that do, in fact, respond to priority health needs. 
Universities continue to be self-centered and, although the years of military repression in 
Latin America are, in part, to be blamed for it, this lack of desire to learn from the real 
context has to change. Research in the area of health, with very rare exceptions, develops 
more as a result of external needs and a high degree of subjectivity on the part of 
researchers. (The latter is also changing as the private industrial health complex is literally 
buying researchers out, as governments and universities lose their funding). In order to 
penetrate these different realms of power that do not cooperate, and to achieve a strong link 
between the health services, instructors and the professional organizations, governments 
must demonstrate their committed support for the task. 
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The current chronic under-funding, always below real global needs, must change if human 
and social needs are to be placed on the table. The change must also successfully deal with 
the speculative demands imposed by both the national and international financial sectors. 
This is a major and complex situation in Latin America’. A relatively excessive number 
of doctors, regardless of their very poor geographic and social distribution, also lead to 
poor education for the students. The role models presented to them emphasize only the 
pursuit of personal gains, often subsidiary and unrelated to the requirement of promoting 
equitable health for all. 


The educational programs for health professionals must include new employment initiatives 
and, at the same time, include an increasing degree of guarantee and control over the actual 
health processes. Their efficiency and quality cannot continue to be left to the manipulations 
of the market, as important, global-scale sectors intend. The multinationals that form the 
health industrial sector represent an enormous threat to the achievement of the motto 
“health for all”. 


We know that, even in rich countries, where there is a greater concentration of health 
technology, health programs are highly inefficient, with excessive costs. Significant 
segments of the population are virtually excluded from accessing a human and effective 
level of care. This reality should lead governments and sectors involved in health problems 
to seriously think about the measures necessary to contain costs, improve care of the 
general population, and avoid those senseless for-profit trends that permeate health care 
today. This context must be considered in any plan for reform of the health sector. It must 
also be considered in any project for innovation in health education if we are to seek any 
degree of efficiency. 


Some Suggestions for the Implementation of Educational Changes that 
May Strengthen both the UNI Projects and their Contributions 


1. Need for systematic educational support, consistent with the efforts made by the 
communities and services, as well as in agreement with the general educational ap- 
proaches already discussed. 

This means that a broad-based effort is required, wherein most of the existing experiences 
can be summarized and put at the service of all of the projects. A relevant and efficient 
faculty training program requires the establishment of a systematic support plan. Changes 
would be possible if, in addition to the strength of each project, there is a strong local 


'’ The speculative bank consortia assault on the Mexican and Brazilian economies in 1994 and 1999, resulted 
in a respective loss of US$100 and 150 billions, a couple of decades of their national health budgets. This is 
the cost of globalization in its crude reality. It is hard to make progress in such a brutal environment. 
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commitment and provision of the new educational skills (i.e., the necessary evaluation and 
educational tools) required for this long journey of change. 


Different approaches have been mentioned for the initiation of these changes. All must 
start with a serious and committed evaluation process. Such institutional commitment is 
crucial for changes to actually occur. The following suggestions for initiating change, as 
proposed by the WHO (See Table I - “Guide for Change’) could be presented as the initial 
course of action and, as the change advances, help in its consolidation. The development 
of this process will dictate the specific steps for each project and the organizations involved 
- professional, community, health services, etc. 


| A New Professional Profile and its Educational Implementation 
Community-Based | Health Priorities | 
Work | 
a | Interdisciplinary Work | 
> 
—_ ws 


Education (innovated?) + Continuing Education 


a ite 
Problem-Based 
Learning New Content + Skills + Attitudes Formative 
Evaluation 
; 


| 
Student-Centered 


Health Promotion 


Education and Prevention 


Social Relevance + Integration of Health Determinants, Curricula and Faculty + 
Flexibility and Adaptation to Innovations 


This figure attempts to show the most relevant elements to be considered in the education 
of the future health professional and some key components that should form a part of the 
process for educational change. 


2. An international team for faculty development 

Those instructors who have real experience as well as those centers willing to assist in this 
endeavor for innovation should efficiently coordinate their efforts through well-determined 
goals. This could facilitate the achievement of the common educational objectives and the 


priority needs that were established. 
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Identification of educational experts and centers. To facilitate the achievement of the 
fundamental educational goals, this should be undertaken with a solid basis that addresses 
the principles of bilateral (and multilateral) cooperation. Faculties from different centers, 
with demonstrable experience in innovative educational work, should be invited to work 
together to support the projects in question. Instructors, health workers and students from 
many of the UNI projects could visit those centers that have accumulated important 
experiences, and make themselves familiar with the principles on which they are based. 
These teams are urgently needed. The task of identifying their own resources and applying 
them in a creative manner (without developing educational clones that do not function!) 
will require that all centers working with the UNI projects accept the need for the above- 
mentioned changes. 


Establish a flexible and responsible coordination process. At the beginning, those 
faculties involved in many of the projects must gain experience and an understanding of 
the different strategies for educational change, as well as their respective impacts. Visits 
and courses, both within the centers that have experience and within the projects 
themselves, will permit the development of various forms of certification in innovative 
education in health sciences, acquired through work and/or study. 


As the process moves forward, it should be possible to establish a more sophisticated long- 
distance learning process. In addition, visits for varying periods to those centers with 
recognized experience, additional courses and short term, on-site support (from 1 to 5 or 
6 weeks per year) would facilitate the building of an educational base. Later, as this 
progresses, training could be provided at higher academic levels, perhaps even including 
the establishment of diploma programs. However, I think that this feature should be 
developed only as a function of well-established achievements. 


The Master’s programs that currently exist are very limited, unspecific and, to rely only 
on them, would cause the entire process to be too slow. In turn, this would relegate the 
manifestation of efficient support, in real time, for the UNI projects to a very distant future, 
outside of the context and financial reality of the projects. Obtaining a Master’s degree in 
traditional education - or, as happens in many cases, a Master’s degree “in anything” - will 
not help to address our needs. This is particularly evident in many programs that have taken 
traditional educational approaches, wherein many faculty obtain traditional diplomas that 
do not allow them to support and facilitate change. Faculty must have access to real-life, 
innovative education. 


Education directed at health needs, and more efficient training of existing professionals 
and faculty. To achieve this, the support provided must be a part of an integrated solution 
and have a well-defined innovative orientation. It is interesting and important to observe 
that there is a high degree of “diplomitis” that pervades some of the schools and faculties. 
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By this, | mean that many faculty members/teachers go after any available diploma or 
degree, as if they were collecting them. In doing so, they often ignore their contractual 
responsibilities and the needs that are part of the ongoing innovation process. I have 
observed this, and it is rather complex since often salaries and promotion depend on these 
new diplomas and not on whether faculty make good, measurable contributions. This 
occurs at both the academic and health services levels. Many governments, sometimes 
unwillingly, encourage it. 


Table I. Guide for Change" 


Phase 1: Initial Steps 
1. Develop a guiding document (mission) 
Work with all the parties interested in change 
Plan the curriculum in accordance with the health needs of the national population 
Develop a profile of the future doctor 
Evaluate the utility of the current curriculum 


3 
4 
5 
6. Evaluate the student evaluation system 
7. Evaluate the instructors and staff in relation to the change 
8. Evaluate the organizational structure 
9. Evaluate the promotion and awards system 
10. Stimulate the possibilities for success 


11. Prepare the appropriate leaders 


Phase 2: Steps to Begin the Implementation 

Seek financial support 

Compile materials to develop a new curriculum 
Develop an organization plan 

Maintain good communication 

Establish a positive image for the change 
Remove the obstacles to change 


SPY aS cen oie, bat leet 


Phase 3: Steps to Continue the Implementation 


E Develop a new Curriculum 

2 Establish an appropriate curriculum management structure 

x Establish a continuing evaluation for the short and long-term 

Ss Participate in community health programs and in health research 


iT 


4 Boelen et al. Developing Protocols for Change in Medical Education, August 1992, WHO. 
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Guidelines, such as those existing in Brazil, for access to additional diplomas mandate that 
at least one-third of the instructors must have Master’s and/or Doctoral degrees before the 
endof 1999. The intention is to elevate the educational level of the universities. In the best- 
case scenarios, the guidelines ignite an unbridled race for degrees. Sometimes, faculties 
pursue only those degrees that are available locally, rather than addressing the university’ s 
need to assist their faculty to achieve the goals required in order to make these actual 
changes. The UNI Program, in initiating a process that seeks to emphasize the needs of 
the population, should also ensure that priorities are not distorted. Maintaining the 
equilibrium in pursuit of the original goals of the UNI Program should also be respected. 
Establishing centers of excellence, where they are necessary, will occur only if current 
faculty programs are formulated to address real needs. Master’s and Doctoral programs 
can be elaborated in a cooperative manner through innovative and flexible agreements. 
Those programs that demonstrate flexibility and that are implemented in the local 
languages, without prolonged dislocations and in accordance with local necessities should 
be prioritized. New research projects should seek to solve the university’s existing 
problems, avoiding issues that are either too subjective or outside of the scope for change. 


3. To establish the bases for ongoing, short-term educational support 

This is arelatively urgent need. The support provided by the Kellogg Foundation has been 
very important, but this support alone could not possibly provide all the necessary funding. 
Commitment from the various relevant groups, as well as long-term participation by 
governments, is necessary. The obsession of the governments to gain immediate political 
support - often an electoral strategy - usually does not allow for a view toward a better 
medium-term future. 


The development of international agreements, supported by the national governments and 
with the possibility that these governments could unite various technical and financial 
collaborators, may also be a potential path to follow. Governments, directly and/or through 
international accords, should identify other sources of funding that could facilitate a move 
towards change. In any case, each project should try to seek, within the national and 
international realms, additional complementary support. 


All UNI projects have limited time, and substantial educational support will be required 
in order to achieve the expected sustainability. It must be organized while the conditions 
generated by the project and funding still exist, before the momentum is lost. Additional 
funding needs to be obtained from the national governments that have the overall 
responsibility for health care. They alone can and must guarantee the equitable character 
of health, through laws and administrative processes. This funding should allow the more 
advanced UNI projects (the UNI support centers) and their faculty to get involved in this 
effort to move ahead in their collaboration, with real possibilities for implementation. This 
funding must also consider the specific needs of each project. 
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Because cooperation generates significant costs, it must be adequately funded in order to 
have the necessary flexibility. Combined educational support should be discussed and 
should be elaborated in specific plans and opportunities for coordination. Funding from 
various sources, national and international, can be more efficient but, as indicated above, 
it should be supplied in response to the health needs of the communities rather than simply 
as a result of a desire to endow isolated groups. 


Recent initiatives exist, although they are only in their initial stages and are more in the way 
of a stimulus directed at research. Universities should see the current innovative effort for 
equity and social responsibility as a genuine challenge. An example was just presented by 
the World Health Organization, also supported by the Kellogg Foundation, where an 
invitation was extended for research and proposals. Parties were invited to accept the 
challenge of promoting programs that identify these new fields of action and the agents that 
would be required in order to proceed’>. 


In Brazil, | had the opportunity to work with and very closely observe some of the change 
processes. Marilia and Londrina have initiated movements that are strengthening 
community health programs and making them part of their innovative educational 
programs for doctors and other health professionals. The old idea that community 
medicine should still be an area that may or may not exist in the health education curricula, 
depending on committee negotiations, and, if it is addressed at all, may be void of a real, 
experiential learning approach and have no actual relevance, cannot continue to be 
accepted. 


The creation of significant experimental (the basis for experiential!) learning opportunities, 
where students are not simply observers, is now an inescapable necessity. We do not need 
more “‘activities” that lack any real commitment, such as students and faculty participating 
in public health safaris, as some have called them. The existing programs for faculty 
development (“teaching the teachers’’) must be integrated and each sector must support the 
other. We can no longer accept power disputes between faculties. The problem is, how 
can we achieve this improvement through integration, while strengthening health care and 
promoting strong community participation. Health services and the associated educational 
programs must also seek to obtain the required societal response. If democratization and 
equity continue to be a part of the current political language, then to continue to avoid 
making these decisions represents a risk that the population will have difficulty accepting 
the results. New political problems will become in the open. 


4.Some areas that require early attention 
Apart from the political decisions of governments, the health services and professionals, 


5 Thailand Conference - August 1999, the motto of which was, “Por la Unidad, Por la Salud” - Towards Unity 
for Health”. 
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the areas for the proposed educational innovation, formative evaluation, critical evaluation 
of health interventions, educational priorities, acquisition of educational skills and 
professionals that favor the change, development and adaptation of educational and health 
resources for the new tasks, reinforcement of efficient community work, a better 
understanding of the interfaces between the public sector, community and health sector 
workers (in its broadest sense), must be seriously modified and re-studied. 


Its development must achieve a growing degree of autonomy and capacity for horizontal 
cooperation among the projects. Eventually, the UNI projects should have sufficient 
educational resources in different areas in order to continue their development in a more 
independent manner. Given the linguistic characteristics of Latin America and the fact that 
few people have a command of the English language, an effort should be made to train 
people in the national languages. This would allow for the inclusion of students and people 
from the community who, we know, do not speak English. 


5. The difficulties of leadership and the urgency for the changes 

The experience of educational changes in the Health Sciences Faculties has demonstrated 
that leadership is fundamental. Its role cannot be exaggerated. Without leaders on the front 
line, who are aware of the needs, and knowledgeable about the direction to take, who 
understand the real alternatives for change and demonstrate with their own personal 
commitment, we cannot expect that faculties will agree to participate in an isolated manner 
or by simple decree. 


If leaders do not assume front-line positions in these tasks and limit themselves to simply 
saying “let the change be made”, or send ambiguous messages to faculty (e.g., the Director 
and other leaders order it done but do not, themselves, participate), then why should middle 
or basic level faculty members participate? Why should they place their academic careers 
at risk, putting aside what they have “always done”, when not even the leaders will do this? 
Leadership must be visible and must provide direct messages. There exists a so-called 
“permissive leadership”, in which leaders enter into negotiations with everyone and permit 
anyone to do as they wish, including encouraging faculty to take on “mini-innovative 
projects” that actually do not innovate a thing. These types of personal relationships allow 
leaders to continue to be re-elected in their directive roles. In fact, such leadership style 
establishes, as a condition, that nothing really leads to change - it only reinforces the status 
quo. 


Latin America is not unique in encountering problems in the selection of its educational 
leaders. The North American systems, with their committees to seek directors and leaders 
at the upper levels, are no better than systems requiring the election of academic leaders. 
The first, based only on electoral processes, infringes the principles of academic excellence, 
without necessarily respecting democratic principles. The second approach can be 
controlled by internal political struggles and by the usual need for power, however, 
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academic qualities or committed measurable programs are not part of the process. This 1s 
a complex problem, for which we do not yet have a solution. Nevertheless, this must be 
considered along the way toward strengthening our commitment to the health needs of our 
populations and the improvement necessary for the education of health professionals. 
The 80’s, lost in the midst of dictatorships and overtaken by regressive economic processes 
- which are again taking control of Latin American societies - became mired in strong, 
individualistic values. It is difficult for faculties (i.e., academic members) who are 
influenced by this ambience, to accept participatory paths and collective social progress. 
Achange within this context, difficult and complex, could be facilitated through participatory 
and cooperative learning. Only new educational approaches, socially responsible and 
collectively developed, will help resolve the social manifestation of our current health 
problems. This will need the full participation of health professionals and universities. 
Universities must open themselves to society. 


Proposal summary: 

1. Strengthen the ties among the key components of the UNI projects: Community, Health 
Services and the University. Support horizontal cooperation between projects. Encourage 
and demand full participation from governments in complying with their social 
responsibilities, as well as establishing health care as a true social (and human) right. 
Health care based solely on high technology is not the way (although technology has 
arole and must not be denied to the general public). However, technology cannot solve 
the big problems. Community approaches to health should be the front line for work 
in health and education. 


2. Consolidate the projects through a coordinated effort in the educational context. Set 
goals and objectives in a manner that facilitates and improves the education of all 
students of the health professions. At the same time, emphasize the strengthening of 
continuing education. Education must address health priorities and emphasize a strong 
sense of social responsibility by universities, the health services and professional health 

- organizations, as well as promote effective community participation. Isolated solutions 
have not achieved the desired and much-needed impact in this sector and, therefore, 
priority should be given to coordinate efforts. These short and medium-term objectives 
should be implemented for each project in a coordinated manner. 


On a global scale, the new educational experiences are demonstrating that the need for 
faculty training is huge. In Brazil, where two projects are moving ahead with innovative 
programs and various other schools have decided to begin their changes, this need for 
faculty training is obvious. The creation of permanent faculty development (training) 
centers, where these programs can address numerous educational aspects, such as 
evaluation and the adaptation of community health systems to the best way in which 
public health services can work. It must also consider an education system for 


198 Education of Health Professionals in Latin America 


professionals with a clear statement of the competencies to be achieved, the training of 
tutors, development of high quality educational resources, research, etc. These faculty 
development centers should be contemplated with urgency. To begin innovative 
projects and not subsequently support them is to set them up for failure. 


3. Develop an educational work plan directed at promoting an efficient change. This 
should begin soon and should be one of the pillars for sustaining the changes. 
Cooperation for change, in strict compliance with an improvement in the quality of 
health care, prevention and promotion programs, respecting the rights of the people and 
directed at improving the idea of citizenship, should be included in this plan. 


Change has generated great curiosity and sympathy. Proof of this, particularly in 
Brazil, is the recent book on medical education edited by the Professors Marcondes and 
Goncalves'’, where they discuss the trends and concerns relating to education in their 
country. The most recent Conferences of the Brazilian Association for Medical 
Education were also dedicated to the pursuit of paths for change and a better response 
to the health needs of Brazilians. A consensus relating to the need for these changes 
is being created and this is resulting in many schools, besides those of Marilia and 
Londrina, taking up the initiative to change course. There is a clear path for leadership 
that is beginning in Brazil with respect to changes in education. Mexico has also moved 
in this direction in Colima (finishing its second innovated year in nursing, medicine and 
psychology) and Mérida is about to start. 


4. Consolidate these commitments in their practical aspects: Seek clear commitments 
from the interested parties and participants in the health process. Establish regulations, 
legislation and funding that facilitate the consolidation of this work. Once again, to 
involve the governments in these efforts is a fundamental step. 


5. Unite the efforts of non-governmental and governmental groups for these tasks. Dare 
to include the above-mentioned principles in these negotiations. Communities, upon 
building new realities, are able to negotiate longer-lasting solutions and, as a result, 
these new educational approaches for the health professions must address how to learn 
with and from the communities. 


6. Seek to build a sense of citizenship while working with communities. This is the core 
of the guarantee that will address these priority needs. It will not be achieved with 


occasional, contingent or just academic and isolated situations. 


The challenge is here and it is up to us to take it. 


'° Marcondes, E. and Gongalves, E.L. (1998). Educacdo Médica. Edicdes Sarver. 
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Revisiting the /dedrio and Reformulating the Proposal 


Mario Chaves', Laura Camargo Macruz Feuerwerker’ and Francisco B. Tancredi* 


Considering the historic context in which the UNI proposal was developed, the entire 
period of the program’s development and a critical analysis of the experience up to now, 
a re-examination of the UNI idedrio (Kisil and Chaves, 1994) would seem to be an 
interesting exercise. Updating the proposal based on what has been learned, while keeping 
in mind the possibilities for future changes in health, would also be worthwhile. It would 
be a sort of global view of the UNI Program, from both the internal and external 
perspectives, considering the various opportunities and timelines. 


Revisiting the Ideario 


The first observation that should be made about the idedrio relates to its strength and 
capacity for mobilization. It has definitely functioned as the cohesive force for the parties 
interested in producing changes within each project. 


The idedrio was elaborated based on an analysis of the context, and a critical evaluation 
of previous experiences in changing professional training, the organization of health 
services and popular participation. Thus, it also fulfilled the role of synthesizing, in an 
unprecedented manner, the accumulated thinking and experience in relation to health in 
Latin America. But, above all, it has served as a general reference point for action. 


The idedrio also played an important part in establishing the identity of the projects within 
each local context and for the group as a whole, as amovement organized in Latin America. 
In this respect, it is worth highlighting the proposal’s impressive capacity to “influence 
people’s thinking” about health, education of health professionals, partnerships and so on. 


Another strength of the idedrio was that it was open to reformulation. In the light of 
concrete experiences and the challenges faced during implementation, it was possible to 
recognize limits and possibilities, and to accumulate, modify, and reconstruct the propositions 
over the course of the process, in each project and in the Program as a whole. 


| Associate Professor, Department of Preventive Medicine, Medical School, Federal University of Rio de 
Janeiro (UFRJ), Brazil. Former Director of the Latin American and Caribbean Program of the W.K. Kellogg 
Foundation. 

2 Doctor. Masters in Public Health. Professor, Specialization Course in Hospital Administration. Faculty of 
Public Health. University of Sao Paulo. Advisor to the UNI Program Coordination, Sao Paulo, Brazil. 

3 Doctorate in Public Health. Director, W.K.Kellogg Foundation Program for Latin American and the 
Caribbean. Coordinator of the UNI Program, Sao Paulo, Brazil. 
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In a critical analysis of the idedrio, it is important to have a historical perspective . This 
means that one must always consider the structural and situational limitations that have 
constrained the formulation of the idedrio and its adoption by the projects over a 
determined period of time. 


In analyzing the proposal content, Almeida (1999) correctly identified the coexistence, in 
the idedrio, of proposals derived from different theoretical origins. This diversity led to 
a degree of conceptual imprecision. 


It should be pointed out that some of the imprecision was unavoidable, as the projects were 
sailing in uncharted waters. There were no precise answers or ready formulas for the wide 
range of issues that were confronted. 


But there were other areas of imprecision that indeed led to some difficulties in the projects’ 
development. . This imprecision hindered the projects’ ability to clearly and comprehensively 
understand the extent of the challenges the Program was supposed to face. As a result, 
difficulties were encountered in the understanding, execution, planning and activities. 


There were also areas of imprecision that contributed to the proposal’s strong cohesive 
capacity, which was revealed in practice. In other words, various eclectic entities worked 
together to join forces around a general movement for change. A schism would have 
developed among these forces if there had been “strict conceptual precision” from the start 
(because there would have been a serious risk of destroying the bases of the alliance that 
was being established, and the project/Program would have become the “property” of one 
of the streams of thought). 


The partnership constituted one of the unavoidable areas of imprecision. The proposal 
presented by the idedrio was simple: in order to achieve the desired changes, the active 
participation of the three components was fundamental. For this to happen, the projects 
had to guarantee opportunities for dialogue and articulation among themselves. 


In practice, partnership turned out to be the most powerful strategy proposed by the UNI. 
Powerful, because partnership was the main asset for the construction of subjects within 
the projects. The partnership provided the opportunities for negotiation that had to be 
created in order for academia, the services and the community to interact. A common 
language had to be created and the existence of important differences among the partners, 
which nevertheless allowed for joint action, had to be recognized. 


In other words, in the effort to build a partnership, the projects had to develop “communicative 
activities’, create collective opportunities for reflection, and show the individual and 
collective actors the real possibility for transforming action (Habermas, 1992). 
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Also very important was the realization that the cooperative processes between academia, 
the services and the community were mutually reinforcing. This allowed for the breakdown 
of barriers that would have been more difficult to face in isolation. Or, in the language of 
Situational Strategic Planning (Planejamento Estratégico Situacional - PES), the introduction 
of new actors onto the scene could, by creating new alliances, “destabilize” the status quo 
and help to foster transformations (Matus, 1996). 


For the community component in particular, the opportunity to establish a partnership and 
the opening of more democratic channels for discussion and cooperation with the other 
social actors and institutions, were fundamental. It was an unparalleled opportunity (and 
in most cases one that was taken advantage of) to increase the legitimacy and social impact 
of the community’s needs, demands and proposals. 

Establishing the partnership also became a channel for a degree of power redistribution 
among the components. It was still a long way from equality or equity, but there was a 
democratization of knowledge and power. There was a “recognition” of the other 
components, and of their legitimate values and needs. This new perspective on the world 
was taken into account in each component’s change processes. 


A clear notion about the partnership’s importance did not exist at the beginning of the 
Program. It became evident during the process. This was inevitable, considering the lack 
of accumulated reflection on change processes in the area of health, particularly in the new 
“post-modern” era. In other words, it was not clear whether collective movements of 
change were still possible and who would be the active participants. 


The Program Coordinators did not use the lack of a more elaborate understanding of the 
partnership as a reason to not insist upon the proposal. On the contrary, the partnership 
was one of the themes that was most emphatically applied in the process of developing and 
implementing the projects. Putting the partnership into practice soon demonstrated the 
strength of the idea, first to the projects, then to the Program. Thereafter, an organized 
effort for a deeper understanding and conceptual elaboration of the theme emerged. 


The concept of partnership, even when understood in an elementary way, as was the case 
in certain projects, was powerful enough to abolish traditional paternalistic approaches on 
the part of the university and the services in relation to the community. And, in all the 
scenarios, there was some degree of democratization of relationships and the possibility 
for organized groups to intervene in the health sector. If this had been the only result and 
the partnership the only lesson learned, the UNIs would still have made a very important 
contribution to the field of social change. 


One example of an imprecise concept that “hindered” the projects was the idea of 
“component”. Component gives the idea of homogeneity - “academic component” sounds 
as if it were a homogeneous block with a single interest. The reality is far from this - the 
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components are heterogeneous. Within each of them, there are groups with distinct 
interests, which have played varying roles throughout the development of the projects. It 
was very important to be able to recognize this heterogeneity and be prepared to deal with 
it, both within each “component” and in the relationship between them!! 


It took time for the projects to “find out” that, because there were so many interests at stake, 
a good idea or proposal was not enough to convince their partners to move forward. 
Without taking into consideration this heterogeneity, the distinct interest groups and the 
power disputes, the project leadership acted ingenuously, taking a long time to equip itself 
to deal with the situation (and some never did...). 


The UNI Program could be defined as a profound strategy for change that arose out of an 
analysis of the Latin American health scenario. In spite of the fact that this vision is present 
throughout the course of the projects and in the initial formulation of the Program, the idea 
of a planned change appeared only at an advanced stage of development in some projects. 


To transform models, practices and attitudes, and to mobilize forces, requires planning that 
takes cultural and political movements into account, as well as relationships that are 
concomitant with technical changes. It requires a plan designed to consider the steps and 
processes for identifying key actors, as well as the issues of power and institutional culture, 
and the best way to deal with them. Each project could have a distinct planning process 
to implement change, but the execution methodology should perhaps have been one of the 
first contributions made by the support program for the projects. 


As Blejmar (1997) explained, the definition of gradualism in implementation would be 
very appropriate for this postulate, but a change management methodology, that provides 
consistency for the processes generated by the projects, is also needed. The projects must 
be able to answer certain fundamental questions. How can existing paradigms be 
identified? What effects do the projects have on the established power relationships? How 
should the project teams be prepared in order to deal with the difficulties inherent in change 
processes? How could the actors, who might facilitate or block the process, be identified? 
When and how to negotiate? What are the steps or timing that might be expected in the 
change process? What is the rhythm of the process? When to work more in areas common 
to the three components and when to concentrate more on specific processes? 


Despite slightly late and rather timidly, this was another case in which the Program 
Coordination understood that better preparation was needed for the projects to face the 
complexity of the organizational and social change processes. At various points, it tried 
to provide the projects with access to this type of methodology, including mobilizing the 
know-how that had already been accumulated by some UNI projects. Even now, at the end 
of the projects’ funding period, this is considered to be one of the areas that deserve 
attention for the projects to be well prepared. 
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In the original proposal, the intention was that the UNIs develop models. The word can 
be used as much in a broad as in a limited sense. In the first case, it more or less means 
paradigm, also understood in its broader sense. In the second case, the word “model” is 
currently used in a much more restricted sense of technologies developed to confront 
certain problems. In the UNI both senses are valid. In the broad sense, the UNI, with its 
idedrio realized in 23 projects, constituted an opportunity to contribute both conceptually 
and practically to the construction of new paradigms in the spheres of education, 
knowledge building, health and social participation. In the more restricted sense, more 
than models, significant contributions were made to understanding the dynamics of change 
processes in each of the components and for producing execution strategies of greater or 
lesser interest and efficacy, as was discussed in chapter 3. 


Leadership development was a difficult issue to deal with. An important conceptual 
change, initiated by the projects, took place during the execution of the Program. At first, 
there was a move away from a leadership concept, which was linked more to people and 
to capacity-building courses, toward the idea of group leadership and the creation of 
institutional conditions for leadership development. It was also noted that the leadership 
development activities were not preferentially directed at the community but rather to all 
components and particularly to the project leaders (Blejmar, 1997). 


What was the real intention in developing leadership? In fact, it was about building 
protagonism, intentionally creating conditions for more and more people and groups to be 
able to take the initiative and to set the change processes in motion. In practice, this turned 
out to be a prolific area. In general, the projects actively created opportunities for 
participation and capacity-building related to the areas of interest (general or specific), 
which enabled people and groups to skillfully intervene in the local contexts. And, thus, 
the leaders emerged, or better said, subjects were constructed. 


Next, some projects and the cluster evaluation introduced the concept of construction of 
subjects. This involves leaders who emerge from the practices of each project component, 
seeking solutions for common problems. Subjects are the ones who notice the possibility 
for action, for taking part in defining their own destinies, and who directly intervene for 
the implementation of changes and enlargement of rights. In this case, their increased 
autonomy of action was based on a collective project for change, allowing for the recovery 
of values like solidarity and collective responsibility. 


The construction of subjects guided by collective values and projects is another of the most 
important UNI results, particularly considering the demotivation and disorientation of the 
social movements in today’s world. And it is also one of the Program's most important 
contributions in the area of social change. 
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Establishing horizontal relationships for cooperation and formation of networks are 
themes that have been part of the idedrio since the beginning of the Program. And, in 
practice, these proposals worked much better within each project, in building the 
partnership and relationships among community organizations, than for cooperation 
between the projects. Perhaps the poor conceptual nature of the Program’s and projects’ 
approach to the issue contributed to the difficulty in establishing and working in wider 
networks of cooperation and association. 


In order to form a network, it was not enough to have projects working around the same 
theme (such as the UNI cluster), nor that regular contact opportunities existed (through 
meetings), nor even to possess a list of offers and needs in relation to the capacities and 
requirements of the projects. All of this was accomplished through the UNI support 
program, but was not enough to foster networking. 


The networks exist as a means of responding to identified problems, rather than being 
simply for interchange. They provide a link to facilitate the activities and provide answers 
for common problems. They are multi-centric forms of articulation. They have multiple 
junctures, which constitute points of articulation, without the need for a location-specific, 
driving force for the whole. There are junctures of varying density, and some, in certain 
situations, become more visible or active. Therefore, they are heterogeneous organized 
linkage units. The power of the networks lies in the multiplicity of the connections and 
linkages. Having a coordination center must be an alternative that is exclusively oriented 
to facilitate the circulation of these relationships (Rovere, 1998). 


The basic unit for linkage is the relationship between subjects. It is this unit, which can be 
formal or informal, that forms the network. The linkages develop at various levels of 
complexity. The first level of relationship is recognition. Recognition of the other subject, 
as an equal one, as an interlocutor, with the right to exist and express opinions. Next comes 
the level of knowledge - who the other subject is and how the other subject sees the world. 
The third level is that of collaboration. After becoming familiar with the other subject, 
reciprocal and collaborative bonds are created. After this, comes cooperation, which is an 
even more complex process because it implies the existence (or identification) of a 
common problem, and a systematic and stable pattern of activities. Finally, there is a level 
of association by contract or agreement, and a joint use of resources. 


But, in order to fulfil the role of addressing acommon problem, the network relations must 
be based upon common elements, a common view of the future, and a vision with certain 
specific characteristics. It should be desired, should conform to collective needs, should 
be feasible, should be transmittable and communicated, and should be rooted in a 
collective culture, in order to produce effects. 
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Most of the projects have not been able to overcome the third level of the linkage pattern, 
which is coordination. The role of directing the formation of the network ended up in the 
hands of the Program Coordination. The Brazilian projects were the exception. They 
succeeded in establishing an identity, and defined priorities and mechanisms for joint 
action. Even in this case, the Program Coordination continued to play the role of 
stimulating these relationships over a long period. 


In conceptual and practical terms, therefore, despite so many initiatives, the Program did 
not succeed in advancing the projects’ understanding of networks and their strategic 
importance. And this is still an important challenge to be faced, especially as the end of 
the funding period nears, because a network would be an important legacy for the 
institutions that took part in the Program. Ideally, one or more networks would exist, 
probably organized by theme or area. But, for this to happen, the projects will have to 
identify/establish some common work objectives and stronger motives for articulation. 


For the Program and the projects, communication was initially understood in a very 
pragmatic way. Over time it became possible to see that, far beyond being a strategic tool, 
communication was an essential element for winning supporters of the movement for 
change, for establishing the partnership and achieving the intended changes, and for 
conquering larger political arenas. 


The Program provided some important opportunities to consider the theme. It became 
clear that communication, as a generator of information and interaction among people, is 
an indispensable vehicle for the implementation and maintenance of the projects (Foun- 
dation, 1998). 


If a fundamental characteristic of the projects is the construction of subjects and openings 
for collective action, then the continual provision of opportunities for the exchange of 
knowledge was and continues to be vital. The dialogue must consider the participating 
individuals, their particular characteristics, the historic level of development of their 
communities, their interests, their possibilities for interaction and growth, their needs and 
the issues involved in improving their communication processes. 


The communication process must rely on the support of professionals trained in the area, 
allowing for an enlargement of communication possibilities for members of all the 
components. In other words, the role of communicator must be that of a facilitator, who 
fosters the participation of all the entities and partners and who makes the processes more 


dynamic. 


Communication is also a basic tool for forming networks, not only within each project. 
And, it is fundamental for the dissemination process, for publicizing the Program’s and 
projects’ propositions and victories. 
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The social actors who participate in the projects must play an active role in the definition 
of the strategies in order to “sell” the UNI ideas and proposals to the outside world, as they 
are the ones who best know the products. Put better, if the experiences are not systematized 
and the “lessons learned” are not transformed into something that can be shared, there will 
be nothing to be communicated to outsiders. 


On the other hand, it is very important to professionally work with the issue and to generate 
different products for different audiences, not only with respect to the content, but also to 
the form. The projects and the Program still have a long way to go in this respect. 


The need to systematize the experiences is another fundamental process, closely connected 
to communication, which came to be taken seriously by the UNI over the course of 
implementation. Systematizing is a process of reflection that is used to demonstrate the 
significance of what has been done, and thereby facilitate a rethinking of the whole process 
under a new light. It is not simply a matter of organization, but involves a reinterpretation 
of the entire process by starting from a new question, thereby producing knowledge/theory 
about the process. The knowledge thus produced should be transferable and applicable to 
society (and, therefore, expressed not just through the spoken word) (Foundation, 1999). 


Based on the experiences of some of the projects, it has been possible to make progress in 
the debate and collective appropriation, both in the area of communication and in that of 
systematization. The process of producing this book, particularly the second volume, was 
a very interesting opportunity for the collective systematization and production of 
knowledge about the UNI experience. 


Since the beginning of the Program, evaluation has been understood as a fundamental 
strategic tool and, thus, significant investments have been made in capacity-building and 
the training of people and teams in each project to perform this task. Although there is a 
chapter specifically on the theme, it is worth highlighting some of the policy and 
conceptual aspects relating to evaluation in the UNI. 


First, the complexity of evaluating a Program that involves multiple contexts, actors, 
institutions, interests and power games must be emphasized. This is even truer considering 
that the results are largely expressed through changes in processes, relationships and 
values. As a consequence, the outcomes are difficult to “measure” through conventional 
methods. 


The complexity is greater still when one considers that the idedrio, the projects and their 
proposals for change were constantly under construction and deconstruction, which made 
a high degree of flexibility necessary in the evaluation system. 
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Considering the dynamic of the projects, the creation of collective opportunities for 
reflection and the process of constructing subjects, the evaluation system should take into 
consideration the possibility/need for even greater pro-activity on the part of the projects 
and local actors in the evaluation. 


All these challenges posed difficulties for the cluster evaluation. The development of an 
analytical vision for the entire Program mainly occurred outside of the evaluation process, 
since it was very hard to avoid a simple description, for example. During the entire process, 
there was a serious mismatch among the process dynamics, the need for information and 
the pace of the evaluation exercise. This problem was never overcome. 


The analytic model used in the first phase was initially very useful in affirming certain 
concepts, demonstrating possibilities for action and pointing out habitually neglected 
dimensions. However, as time passed, its application was hindered because the evaluation 
team did not make it flexible enough at the right time. 


The complexity of the themes dealt with by the projects resulted in the need for the 
intervention of experts at various times, as the generic approach of the evaluation team 
consultants was no longer enough to answer some of the questions. 


The process also faced ambiguities in the definition of its goals. Were the people in charge 
in fact evaluators or support consultants? Should they keep the Program Coordination 
informed or should they solely dedicate themselves to supporting the development of the 
projects? Should the process provoke a process of reflection about the projects’ 
implementation, or measure advances and limitations? 


The Program pursued many alternatives in order to resolve these difficulties. Upon 
perceiving the limitations of the evaluation in the first phase, a meta-evaluation was 
undertaken. Upon realizing the need for more opportunities and protagonism for the 
projects in the evaluation and in the production of knowledge related to the Program, it 
created collective opportunities for reflection (systematization seminars for the Program 
and within each project). Upon noticing the conceptual limitation of certain approaches 
it sought the collaboration of experts from various areas, etc. 


In the evaluation, the projects have been contributing different conceptual elements from 
those used by the evaluation team, and these have gradually been taken into account and 
incorporated into the Program concepts. 


Despite all the progress, much is still lacking for an efficient global proposal for an 
evaluation of the UNI initiative - an approach capable of making a significant contribution 
in the area of evaluating complex programs. 
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Another theme upon which, the support program has worked extensively since the 
beginning has been that of institutionalization - the construction of sustainability for the 
innovations and change processes initiated by the projects. 


Right from the outset, this concern was manifest in the projects’ choice of approach. For 
a university or health service to be part of UNI, a prior institutional commitment was 
necessary, and it was expected that the power center of each institution would be involved 
in the proposal for change. This concern was always present on the part of the support 
program and the cluster evaluation as well as in the discussion of the paths chosen by the 
projects for implementation. In consequence, the local teams were faced with the challenge 
of developing strategies for change within the institutions, which would rely on extensive 
backing from peers, which in turn would mobilize forces to confront the difficulties and 
risks inherent in any new undertaking. 


As a result, it can be claimed that the great majority of projects knew how to avoid the 
simple pitfalls of building parallel powers and models. The pursuit of sustainable 
processes that could be institutionalized resulted in many projects seeking to more 
thoroughly understand the processes for organizational change, and to identify and 
incorporate strategic tools that would increase the power of intervention for those seeking 
change. 


They have indeed succeeded in that as one can see from the fact that the innumerable 
successor processes - in the university, in the municipal government and in the community 
organizations - never compromised the viability of the vast majority of the projects. Nor 
should they compromise the sustainability of the changes when the projects gain their 
independence from the Foundation. 


The issue of power has always been present in the UNI. And, if at first there were ingenuous 
approaches, most projects learned to deal with it clearly and more strategically. 


It started with the relationship between the partners and the use of the democratization of 
knowledge as a fundamental tool for empowerment. It continued with the various 
strategies developed to mobilize, create a critical mass and occupy power niches within 
institutions as an essential strategy for producing profound change. As these were complex 
issues, the transformation processes were slow. It was necessary to build the knowledge 
base relating to alternatives, ensure that many people could utilize that knowledge, and 
establish political viability for the changes. 


The projects learned to navigate the waters of political party differences, in the contexts 
of oscillation and instability. Doubtless, the comings and goings, particularly in the health 
services, resulted in limitations, changes of direction, etc. But the great majority of projects 
learned how to develop technology and mechanisms for self-sustainment and legitimacy 
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in order ensure their permanence over the long run. The important difference at the end 
of the funding period will be that, for the first time, they are going to face changes of context 
without being “armed” with the additional power that the project resources provide. 


With respect to the changes in the university, the six points mentioned in the idedrio 
continue to be relevant. There is practically no disagreement over the need for education 
in the health professions to be re/evant and oriented toward society’s health problems, and 
that we should be more explicit in terms of the skills to be acquired for a well-founded 
professional practice. In other words, the intended professional profile should be described 
clearly and in detail, and interdisciplinary education should be encouraged. In today’s 
world, transdisciplinary approaches are also needed when dealing with relationships of the 
individual to society and humans to nature. Instruction within university, hospital or clinic 
health units should be complemented with learning in real-life situations in the services 
as well as in the community. Teaching methodologies must be modernized, with fewer 
theoretical classes and with the introduction of new teaching methodologies such as 
tutorial and small group instruction, problem-based learning and self-directed study. 
Applied research should be emphasized and, as muchas possible, it should be participatory 
when the community is involved 


Hence, the idedrio provides clear directions with respect to the route to take in order to 
produce changes in the university. These elements of the idedrio indicated a strategy of 
introducing innovation in areas that are certainly considered new. However, the extent of 
the changes necessary to actually contribute to transforming the profile of the trained 
professional and for the formulation of a new paradigm for education and knowledge 
production was not clearly elucidated. 


The lack of definition in the idedrio played a dual role in the academic component. On the 
one hand, at the Program’ s outset, it would have been very difficult to agree with the need 
for or make the commitment to a profound change. Complicated, premature and not viable. 


When the projects started it was not absolutely clear how the links among all the proposed 
innovations would be put into practice, nor were conditions provided for the necessary 
correlation of forces (of subjects mobilized around the idea of change), so that a clearly 
transformational proposal could be adopted as a goal. 


And, even moreso, there was no a priori definition of the results to be achieved by the 
projects. Each of them, in their own way, exploring the strategies and propositions 
provided by the idedrio, would arrive somewhere in the vicinity of the desired change in 
the profile and paradigms. 


The ambiguity of the original formulation was, therefore, inevitable (because the proposal 
for change was neither completely clear nor ready), necessary and correct (since the lack 
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of definition facilitated the mobilization of a broad array of forces in favor of the change 
and because the projects had enough freedom to formulate their own alternatives). 


However, the content was not analyzed in sufficient depth as time went on. Within each 
project, there was no self-questioning about whether the desired point had been reached 
and if the result of all the introduced innovations was the training of a professional with 
a new profile. If this was not the result, then what must be done to achieve it? 


Most, but not all, of the projects gradually became aware of the limitations on the impact 
of the innovations introduced in academia (basically, the diversification of the learning 
scenarios ina variable number of disciplines, opportunities for interdisciplinary interaction, 
multi-professional activities and openings - progressively greater - for the students to play 
an active role in their education). In evaluating the results of these processes, there was 
a degree of disappointment. The projects had still not achieved a change in the professional 
profile. It is only now, in the final half of the second phase, that a more significant number 
of projects have become involved in more extensive change processes. 


Not enough time has passed since the Program began to fully develop the proposed 
changes. Profound changes require the modification of traditional structures and practices, 
all of which takes time. 


Therefore, a reflection on the timelines for projects such as those of the UNI is appropriate 
at this point. The change processes turned out to be more complex and time-consuming 
than had been initially expected. The usual funding cycle (three years) is not enough for 
the changes proposed by the UNI to be developed, implemented and consolidated. Even 
a second cycle of three years, for consolidation of the innovations, does not completely 
meet the needs of a process on the scale of that intended by the UNI. 


Eight years of work have passed since the letter of invitation was sent out, and the change 
processes are in full swing, although some are still fragile and immature. For the 
Foundation, it is vital to rethink the support dynamic for complex projects - which are those 
that truly possess the strategic density to produce changes. 


This rethinking is important also for the projects that continue to need additional resources 
in order to carry through with the processes they have initiated. Whose responsibility will 
it be to procure the means to continue with these processes? Will it simply be that of the 
projects? Or, how could the Foundation help them to build the bases that would enable 
them to fulfill the requirements of other funding agencies? 


With respect to the health services, it would not be appropriate to consider the UNI projects 
as Primary Health Care projects. Although, indeed, this was the fundamental level for 
project intervention, probably because it is the level of care most lacking in the traditional 
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professional training process. It is also the level at which working in partnership with the 
community has the most potential to come to fruition. 


It is important to highlight that the participation of the health services in the UNI was not 
seen as instrumental. In other words, the services should be a true partner in the project 
for change, rather than simply being the venue where innovations in the training process 
or in popular participation might occur. 


As partners they were supposed to have formed their own project, and, in fact the Program 
was fundamentally based on the idea of developing and strengthening the Local Health 
Systems, expanding the use of epidemiology ata local level, introducing local participatory 
planning, and stimulating a multi-professional and intersectoral approach and execution, 
etc. 


At the beginning of the decade universal access to care, decentralization, local health 
systems based on public services and a change in the care model were all part of the UNI 
proposal and formed the principal agenda for the sectoral reforms. During the 90s this 
changed: sectoral reforms turned towards managed care, managed competition, separation 
between financing and providing healthcare, etc. Nevertheless, the Program did not 
investe in developing alternatives, and did not assist the projects to orient themselves 
within this new scenario. 


Even in this new situation, working with Primary Care and strengthening promotion and 
prevention activities within the care models played an important role in the context of the 
projects. These are issues that have not received their due attention from local government 
and that are important in the transformation of care models. 


However, unlike the developments in the university, in the services the projects did not 
manage to go beyond the limits of introducing innovations or the differentiated functioning 
of the system within their scope. What was missing for the projects to be able to fulfill their 
role as catalysts for change? Accumulation of knowledge, a broader vision of the system, 
political force, governability? Probably some of each, as has been mentioned in chapters 
3 and 5. 


Despite the formal commitment of the health departments as associates and partners in the 
projects, in most cases implementation was achieved in only certain geographical areas. 
In other words, the projects were not situated close to the power core within the health 


secretariats. 


On the other hand, although important investments had been made in the modernization 
and equipping of units, in the development of information systems, etc, the projects were 
still relying on resources that would have to be used in a very strategic manner by the 
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government departments. The resources were insufficient to ensure that all the necessary 
changes would be implemented, but might be indispensable for indicating and experimenting 
with directions for change. 


In contrast to what happened in the universities and community organizations, in most 
cases the critical mass and power resources that the projects could count on were not 
enough to enable them to “debate” a fully-elaborated, alternative model for intervention 
and organization. 


This lack of strength might explain and be partly explained by a curious aspect. The UNIs 
were particularly concerned that they not be reduced to areas of public, collective or 
preventive health, from the viewpoint of the forces mobilized to implement the proposed 
changes. In general, the direction of the projects was assumed by the principals or directors 
of schools and centers, many of whom were clinicians and surgeons. 


In the execution of the change processes, within academia, there was a constant concern 
to involve and exact a commitment from all of the components, diversifying scenarios and 
developing multi-professional activities in the clinical disciplines as well. In the health 
services, however, the projects’ activities were often more limited to the area of collective 
health. This was particularly true in the use of epidemiology for the organization of the 
services and the strengthening of the promotion and prevention activities aimed at 
changing the care model. 


In both academia and the services, the projects have still not been able to fully deal with 
certain challenges. These include a critical examination of clinical practice and making a 
contribution to its reinvention, while considering the related issues of bio-ethics, profes- 
sional responsibility and patient autonomy. This is a fundamental step toward enabling the 
projects to significantly contribute to the development of a new care model. Only thus can 
the changes in professional training be as radical as hoped, truly transforming the 
professional profile. 


In some countries, family-centered care has become a powerful strategy for transformation 
of the care model. It is based on multi-professional teamwork that establishes strong sense 
of responsibility for a determined population and that maximizes the use of epidemiological 
and clinical resources in order to identify and protect groups at risk. The UNI projects have 
been recognized as an important reference point - as being valuable experiences that can 
contribute to the transformation of professional training, and the development of partners- 
hip relationships and certain aspects of teamwork in health. This is a promising trend for 
future undertakings. 


The fact that the proposal is not complete with respect to the services and that it does not 
deal with all aspects of municipal policy contributed to the more marginal nature of the 
projects’ integration into the health services. 
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On the other hand, the political situation and disputes are more complex at the health 
department and municipal government levels. Even a technically faultless proposal may 
not be enough to gain time and support on the municipal political agenda. In other words, 
the governability of the projects was much less in the services than in the university and 
communities. 


The UNI achievements in the communities were surprising. Although the issue of 
strengthening organizations and citizenship was on the agenda from the outset of the 
Program, it was not set out very explicitly and was not as valued as it is now. In fact, the 
great majority of the projects became opportunities for democratic development. 


Itis worth emphasizing the importance of the partnership in helping community organizations 
to gain access to relationships, knowledge, technology and cooperative opportunities that 
led to the possibility for intense development. Habermas (1987) proposed that society 
should be simultaneously understood both as a system and as a living world, regulated by 
three types of resources - money, power and solidarity. He claimed that knowledge is not 
necessarily identified with wielding of power (Foucault, 1992), nor is it independent from 
the action of subjects (supposedly biased by structural restrictions, which means that 
subjects would have their potential actions constrained by their origin, by the place they 
come from in the social structure). On the contrary, knowledge is mediated through 
communication. The rationality of knowledge depends on the capacity of participants in 
a given interaction to be guided by claims to validity that are inter-subjectively recognized 
(that is, by others). Within the projects, it was the common values and objectives, 
formulated through the partnership, that were used to redistribute power. 


The limits of and possibilities for institutional participation, the unforeseeable need for the 
independent organization of the community in support of this participation, the different 
treatment granted to the organizations depending on their capacity to build leadership and 
collective opportunities for participation, the fundamental role of the democratization of 
knowledge in gaining autonomy and power, the innumerable possibilities for the population 
to contribute and actively participate together with the services and the university were all 
elements that were clearly present in the UNI experience. 


In the case of community participation, the support program and cluster evaluation also 
played a key role at the start of the UNI, as they constantly reaffirmed the absolute necessity 
to open up real opportunities for participation. Over time, as the strengths of this 
component became clear, the Program Coordination recognized the fundamental strategic 
role that community mobilization was playing in the projects. 


An interesting lesson learned in the UNIs was that very strong community development 
projects can be built based on a partnership between community organizations and other 
social sectors and institutions. This is because technology transfer and the democratization 
of knowledge are fundamental elements in the process of community empowerment. 


a ———————————— 
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The UNI as an initiative supported by the Kellogg Foundation was initiated at the 
beginning of the 90s and will finish, with respect to funding, at the end of the decade. But 
the Program’s most important contribution has not finished, nor will it finish in the near 
future, because it has developed within the ambit of ideas, as a collective construction by 
innumerable teams in the fields of education, health and community development, 
working as much in the Program Coordination as in each project. The processes launched 
by the UNI will probably continue to unfold even after the Kellogg Foundation funding 
stops, and it is this future that we want to explore below. 


The Future of the UNIs 


The UNI Program is a program of the 90s, a decade of dramatic changes in the history of 
humanity. When the Soviet Union began to be dismantled, there was overly-precipitous 
talk about the end of history, the move from a bi-polar world to a uni-polar world. Today, 
almost at the end of the decade, the trend is more toward a multi-polar world with various 
economic blocks already formed or being formed. NAFTA (North American Free Trade 
Organization) in the north and MERCOSUR in the southern part of our hemisphere are 
examples. The globalization of the economy, greatly facilitated by the globalization of 
information via the Internet, has been responsible for the high speed with which speculative 
capital flows between countries, creating crises that threaten weaker economies. Interna- 
tional mechanisms are already being sought to control these constant threats. 


On the political side, localized wars continue to crop up for ethnic, religious and other 
reasons. On the social side, closely tied in with the centralization of economic power in 
a small group of countries, with a general opening of markets, and with technological 
advances in areas such as information and robotics, serious unemployment problems have 
arisen, even in industrialized countries. A third way between capitalism and socialism is 
already being sought to allow for social development, which is the area most seriously 
affected by unfettered competition and the profit-at-all-costs attitude that characterizes 
today’s world. This is the predominance of economics over politics (Giddens, 1999). 


What are the strategic lines of work that could maximally exploit the potential of the 
projects’ contributions? We will consider the work already accomplished during this 
decade as the first phase of the projects. In this phase the UNI relied on resources from the 
Kellogg Foundation, as well as those originating from universities, services and local 
communities. We will now deal with phase 2, thinking in terms of a new decade. 


There are at least two main approaches. One of them involves broadening the agenda 
within the limits of each component - currently facing some of the conceptual limits 
indicated here - and the other involves overcoming the sectoral limits. 
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Under the first approach, there are some alternatives for the development of UNI projects 
in the immediate future: 


a) 


There are projects in which a very interesting development in the organization of 
primary health care took place, particularly with respect to the use of epidemiology to 
evaluate the state of health, determine priorities for action and organize health care, 
both within and outside the institution. Promotion, prevention, monitoring and health 
education are the strengths of this work, generally planned and carried out by a team, 
often with the participation of students and the general population. The strong points 
vary from project to project, and there are some projects that could still make a lot of 
progress in this area. There are other areas such as adequate reception for patients, and 
work with their demands and needs, which could be better explored in practically all 
the projects. 


b) Even the projects that went furthest in developing the services, and which gained 


C) 


d) 


recognition in relation to this progress, have a lot to do to expand this work and 
organizational methodology. The challenge will be to succeed in “selling” the 
proposal, expanding its acceptance well beyond the original range. 

Another possible route for project development would be a “broadening” of the agenda 
to extend the innovation work model to other levels of care. This might involve 
introducing new practices, emphasizing the humanization of care, changing the 
relationships and responsibilities within the teams, and widening their relationship with 
other levels of care. The intervention targets would be the specialized clinics and 
hospitals, including those associated with universities. This work is urgent, especially 
for projects that are working with radical transformations in the professional training 
process. The current scenarios are totally inadequate for the students’ practice and 
education. 

Some projects are already working on the implementation of comprehensive and 
radical curricular reforms in which active methodologies are used and where the 
curriculum is no longer structured by the traditional disciplines. The consolidation of 
these changes and the maximization of their reach remain important challenges. It 


~ requires an attempt to overcome the dichotomies between biological and social, theory 


€) 


and practice, and individual and collective approaches in the process of professional 
training. 

The planning or implementation process for broader curricular reform is just beginning 
in other projects. For these situations, the objective of the work would be to achieve 
an integrated curriculum that is student-centered and based on the predominant use of 
active teaching-learning methodologies. 

In the area of community development, attention should be directed toward fortifying 
the community’s independent organization, and intensifying the process, already 
underway, of constructing subjects linked around projects for collective action. For 
many communities, it is still a challenge to act independently and to win opportunities 
for participation beyond those provided by the projects themselves. 
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g) While respecting the specifics of each project and each context, it is still valid to 
consider strengthening management capacity (within each component) as one of the 
areas to be developed in the projects. This includes strategic planning, evaluation, the 
capacity to mobilize relevant actors, and the capacity to direct projects. 

h) The networking capacity of the projects must to be greatly strengthened. With the 
exception of the Brazilian projects, the others still form part of very timid linkages, 
lacking a sense of direction. The task is to help develop that sense of direction and to 
forge the future network catalysts (both within and outside of the UNI), since this will 
be fundamental in institutionalizing and increasing the impact of the lessons learned. 

i) The projects’ experience in effective mobilization, aimed at influencing social policy 
at the regional or national level, is also limited. This is a task to be undertaken jointly 
with the development and strengthening of the networks. 


The second approach involves the development of transectoral UNIs, again derived from 
already existing social movements, as was seen in chapter |. What would these movements 
be? The first is the relevant university, in other words a university that makes a difference 
to its surroundings. An active and participatory university that articulates with the public 
services and that becomes involved in civil society and with NGOs, always in the sense of 
applying its knowledge to solving community problems in collaboration with all involved. 
The experiences arising out of the partnership significantly contribute to this type of 
perspective, which involves transforming the professional training processes, areas of 
research, and types and modalities of services provided by the university. 


The second is a movement of recognition and fostering of “healthy cities” (adopted by 
PAHO as “healthy municipalities”), which, in the case of the UNI projects, we can call 
healthy communities. It emphasizes the intersectoral dimensions of health production, 
including work with fundamental themes such as violence, always prominent in Latin- 
American metropolises. 


The third movement is one of human development. It involves components with various 
titles, such as community development, integrated development, sustainable development 
and solidarity development. Democratizing access to knowledge and to technological 
resources, and strengthening autonomy and the possibilities for collective action are part 
of this movement to reinvent the existence and relationships of individuals and citizens. 


Part of this movement includes the strengthening of the initial partnership and its 
institutionalization. The main challenge is to create channels and maintain them open for 
institutional participation that encourages the involvement of other partners in the 
substantive processes for the definition of each institution. 


In addition, by dealing with wider-ranging issues or analyzing from other points of view, 
it is possible and desirable to broaden the partnerships. This means using the technology 
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developed for establishing collaborative relationships in order to expand the potentials of 
one or all of the components in terms of organized action. 


In summary, these are paths by which the UNI can break through the barriers between 
sectors, departing from the emphasis on the original components. The relevant university 
movement extends the vision and broadens the responsibility that has been assumed by the 
area of health and other faculties of the university, some already developing similar 
activities. The healthy community movement is already present in the current UNIs, as a 
joint action by the three components, but should involve many other actors, institutions and 
sectors. Finally, human development might be the best catalyst for a coalition of the 
university with the services and the community, at a new level. And, here, we talk about 
services ina general sense, including adult education, vocational training, social assistance, 
security, sports and leisure, among many others. 


In order to proceed with the development of the UNI proposal, the ideas should be placed 
within a broader context of timelines and venue. With respect to timelines, the symbolic 
end of the century and millenium are considered appropriate. It is the time marking the end 
of the era of certainty in which we live (Prigogine, 1996) and in the resulting paradigmatic 
transition. The Newtonian-Cartesian paradigm, which provides the context for university 
research and education in the twentieth century, is no longer adequate to deal with the task 
of training the professionals, scientists and leaders that society needs in order to confront 
the problems waiting for us in the twenty-first century. The new paradigm, which has been 
denominated as the paradigm of complexity (Morin, 1990), or the emergent paradigm 
(Miguelez, 1993), seeks to reduce the marked separation between the physical, biological, 
human and social sciences, reconnecting them in a new whole, while at the same time 
maintaining the identity of the parts. In a way, the UNI idedrio has much in common with 
the new paradigm, as if it were an early part of the movement. The experience gained by 
the UNI projects has equipped them to move in the direction of a paradigmatic change, if 
that is what they wish. 


With respect to venue, it is important to point out that the change of level represented by 
the second approach to development involves broadening the micro space where the UNIs 
have been working. As far as possible, the community venue should coincide with 
political-administrative units to facilitate the monitoring of changes in the health and 
quality of life indicators. The desired broadening could reach the municipal levels, or even 
groups of municipalities, and states or provinces, in order to have a venue-population that 
is appropriate for the necessary transectoral actions to improve the quality of life. 


From the beginning of the 90s, the UNI projects have grown and learned while doing, and 
will accompany us through the turn of the millenium. Through the processes that have been 
initiated, energy has been mobilized, subjects have been constructed and possibilities for 
change, not yet fully realized, have been created. The projects have opened a window on 
the future and are part of a movement that cannot be stopped. 
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We recognize that for a good quality of life we must attend to a group of human needs 
(CEPAUR, 1986). Health, nutrition, housing, work, protection, affection, understanding, 
participation, leisure, upbringing, identity, freedom and transcendence are part of this 
universe to be conquered. 


The development of the UNI idedrio in the projects prepares the ground for a change of 
scale on an institutional level, represented by the movement from the objective of health 
to attention to the group of human needs, which represents a greater objective - quality of 
life. The work initiated by the UNIs has created opportunities and possibilities for 
constructing subjects equipped with collective projects developed on the basis of solidarity 
and communication, indispensable for another, better quality of life. 
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he goal of the UNI Program is to produce synchronous changes 
in the universities, health services and communities, and in their 
relationships to each other: 


Change the process for the education of health professionals through, on 
the one hand, incorporating the knowledge and technology for adult 
education and, on the other hand, developing integrated curricula based 
on inter-disciplinary approaches, that allow the student to understand 
and confront real-life problems, right from the beginning of the pro- 
gram. This will facilitate the development of relationships that are more 
human and responsible to the population, and a more intimate under- 
standing of the functioning and needs of the health services. 


Change the health services by contributing to make them more effecti- 
ve, integrated, and connected to the local reality, as well as more open 
to the needs of the population, committed to the resolution of their pro- 
blems and active participants in the process for professional education. 


Contribute to the strengthening of a sense of citizenship and popular 
participation in health by increasing the community’s access to health 
knowledge, technology fundamental for the development of greater 
autonomy, and by strengthening the community’s own organizations and 
their capacity for social intervention. 


Population by establishing relationships that are more democratic — 
institutions that are more open to demands, more flexible in their res- 
ponses and more socially responsible — and more collaborative, through 
the formulation of common agendas and mechanisms for interacting. 
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